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Federal Legislation 


The Economic Security Legislation has passed both the Senate and the 
House of Representatives and has been sent to conference for agreement 
on some of its amendments. 

The bill as passed by both the Senate and the House includes the fol- 
lowing amendment relating to hospitals, and will in all probability be 
sent to the President for his approval in the form passed by Congress. 

“The term ‘employment’ means any service of whatever nature per- 
formed within the United States or as an officer or member of 
the crew of a vessel documented under laws of the United States, 
by an employee for his employer. Except: 

1. Agricultural labor. 

2. Domestic service in a private home. 

3. Casual labor not in the course of the employer’s trade or 
business. 

4. Service performed in the employ of the United States Gov- 
ernment or of an instrumentality of the United States. 

5. Service performed in the employ of a State, a political divi- 
sion thereof, or an instrumentality of one or more states or 
political subdivisions. 


a 


Service performed in the employ of a corporation, com- 
munity chest, fund, or foundation, organized and operated 
exclusively for religious, charitable, scientific, literary, edu- 
cational, or hospital purposes, or for the prevention of 
cruelty to children or animals, no part of the net earnings of 
which inures to the benefit of any private or institutional 
shareholder or individual.” 

The Joint Advisory Committee is to be congratulated on the success 
of their labors in looking after the interests of our institutions. The 


July, 1935 [5] 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


exemption which they have secured for our hospitals will mean a saving 
of from three per cent of their payroll on all salaries paid under $3,000 
a year in 1936, increasing to six per cent in 1945. Every institution 
would have paid this tax, in the event that your Joint Advisory Commit- 
tee had failed in securing the exemption for our hospitals. 

This is a major accomplishment of your Committee. Its work in 
Washington during the past two years, all in the interests of our institu- 
tions, has been characterized by an able, forceful presentation of the 
plight of our hospitals, and has met with a sympathetic reception on the 
part of our members of Congress and many of our government officials. 





go ae 


The Imposition of Gift Taxes 


President Roosevelt, in his special message to the United States Con- 
gress on June 19, recommends a three-point tax—an inheritance tax, a 
succession tax, and a legacy tax. 

The President further recommends the imposition of gift taxes in the 
following language: 

“I recommend, therefore, that in addition to the present estate 
taxes, there should be levied an inheritance, succession, and legacy 
tax in respect to all very large amounts received by any one legatee 
or beneficiary; and to prevent, so far as possible, evasions of this 
tax, I recommend further the imposition of gift taxes suited to this 
end.” 

It is to be assumed that the President does not wish taxes imposed upon 
gifts to hospitals, educational, charitable, and other public welfare in- 
stitutions. The President has frequently said that it was the duty of the 
community to support institutions of this character, and he has repeatedly 
emphasized his interest in and sympathy for our hospitals. He has felt 
that it is one of the responsibilities of the community to contribute to 
their institutions, and to make it possible for these institutions—through 
private philanthropy—to carry the increased burden of the care of the 
sick poor. 

Hospitals must in the future, as they have in the past, depend largely 
upon gifts of philanthropic friends to help bear the expense of construc- 
tion, maintenance, and operation. Even in times of severe economic 
crises, in excess of thirty-five per cent of the total cost of operation of 
our institutions is borne by individual and community philanthropy. 
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If the Federal Congress should impose a tax upon gifts for institutions, 
it would mean a heavy curtailment of service, if not an actual closing 
of a majority of our voluntary hospitals. We believe that it is not the 
President’s intention to have such gift or legacy taxes imposed. 

The Joint Advisory Committee of the National Hospital Association 
is meeting in Washington on Wednesday and Thursday of this week. 
The Committee undoubtedly will ask that gifts to hospitals be exempted 
from the provisions of the proposed Bill. 





American Hospitals 


The Board of Trustees will present AMERICAN Hospirats to the hos- 
pital field with its first issue in January, 1936. In its enlarged form, 
issued monthly, it will supplant the BULLETIN of the American Hospital 
Association, which has been published quarterly since 1927. This new 
venture is in keeping with the program for the orderly development of 
the American Hospital Association, and is in direct response to the will 
of its membership. 

The policy of AMERICAN Hospirats will closely follow all matters 
of interest to the hospital field. So many activities are now being car- 
ried on by the various committees, so much is being done to vary the 
scope and improve the efficiency of hospitalization in all parts of the 
continent, that the Association has long recognized the necessity for 
having an official monthly publication. 

The specific advantages are quite apparent. As the voice of the Asso- 
ciation, AMERICAN Hospirats will transmit information and news in a 
timely and efficient manner. All articles and treatises on the new and 
valuable to executives of hospitals will be presented authoritatively. 

AMERICAN Hospirats will be the forum for the expression of the best 
thought as applied not only to the objectives of the Association but to 
the general advancement of hospitals everywhere. A complete coverage 
of all phases of hospital problems will be thoroughly and competently 
treated by our leading hospital authorities. There will be editorial inde- 
pendence befitting a publication of this character. There will be con- 
centrated in its pages the expression of the most valuable and practical 
thought in the field as it applies to one universal, ultimate, objective of 
hospitals—large and small—and that is, the best method of service to 
the patient. It will be essentially a magazine for hospitals, created for 
the use and benefit of hospital people. Every member of the American 
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Hospital Association, whether institutional or personal, has a proprietary 
interest in it. It is their medium for their discussions of all topics of 
value and of use to the field in general. 

It goes without saying that such a publication offers a unique advertis- 
ing opportunity for manufacturers and dealers. The use of its adver- 
tising pages will be limited to advertisers manufacturing and merchan- 
dising quality products who comply with recognized ethical standards. 

AMERICAN Hospirats will be published to serve the best interests of 
our institutions. It is in no sense a commercial venture undertaken for 
the primary purpose of producing a profit from advertising. 

The Board of Trustees has recognized as one of the important steps 
in the development of the Association the establishment of a bureau of 
research, competently organized to cover the statistics of the field, and 
by careful scientific investigation to arrive at authoritative data on con- 
struction, maintenance, and operation of hospitals. Whatever revenue 
may accrue from the publication of AMERICAN Hosprrats over and 
above operating expenses will be used in financing an Association Bureau 
of Research. 

The American Hospital Association is founded upon the idea of co- 
operation. AMERICAN Hospitals is published in the same purpose. It 
derives its authority from the group for whom it is published, and by 
whom it will be generously supported. 

It is being designed to merit the approval of hospital people every- 
where, because of the service it will bring to them. Its only measure 
of success will be its usefulness and value to its readers. 


°, 
toe So -— 


Increased Hospital Costs 


Twenty-four general and special Catholic hospitals in New York with 
a bed capacity of 4,178, reported a total operating cost of $3,605,176 in 
1934, an increase over 1933 of $249,036. They gave 350,000 days of 
free care to more than 12,000 patients at a cost of $1,759,530. In-patients 
during the year numbered 54,650, of whom only 32 percent paid regu- 
lar hospital rates. The city paid for about a third; a little more than 
14 percent paid something and 21 percent paid nothing. Seven hospi- 
tals operated clinics in which 39,459 were treated, an increase of almost 
2,000 over 1933. The hospitals had an operating deficit of $188,681. 
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A Business Man Thinks About 
Hospitals 


By LESSING J. ROSENWALD 
Trustee, Jefferson Medical School and Hospital 
Philadel phia, Pa. 


HEN A LAYMAN arises before a gathering of hospital people such 

as this, and starts, even at their invitation, to talk to them about 

the institutions to which they are devoting their lives, it behooves 
him to proceed with caution. When I am told that there are nearly 7,000 
hospitals in the United States and that their buildings, land, and equip- 
ment represent a capital investment of over three billion dollars, I am 
impressed with the magnitude of the undertaking which they represent. 
When I consider that these hospitals are not only business undertakings 
but are essential public services, necessary to the well-being of a modern 
community, I am impressed by their importance even more than by their 
magnitude. I know that hospitals, like most businesses and welfare agen- 
cies, have had difficult times during recent years. They have struggled 
harder than ever before to keep down expenses and to keep up income. 
I will not attempt to contribute to what you, as specialists, already know 
on matters of internal administration of hospitals. There are some gen- 
eral aspects of finance and of public relations on which the experience of 
a business man, who looks at your institutions in a detached, sympathetic 
pcrspective, may possibly furnish some suggestions. 

If one were to gather together a group of men from different branches 
of business, various political parties and different parts of the country, 
one would find that these men differed widely on many political and 
public questions. One would find an agreement among them, however, 
that such institutions as hospitals must be maintained. We might differ 
among ourselves as to how much money hospitals really need, and as to 
where and how they should get it. There would be a unanimity of opin- 
ion that hospitals must be supported, somehow, to an extent sufficient to 
serve the needs of the sick; just as all would agree that we could not 
think of dispensing with our public schools or with our roads. 

A business man hears that the annual maintenance of the hospitals of 
the United States exceeds six hundred million dollars. Also, for example, 
that in the single city of Chicago there are 93 hospitals costing seventeen 
million dollars annually to maintain. He thinks first of all of the ques- 





Delivered at the May 8th meeting of the Hospital Association of the State of 
Pennsylvania. 
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tion, “Are these vast sums of money spent economically and effectively?” 
I have no doubt that during the last five years hospital managers have 
been doing their best to cut expenses. Every effort has been made to 
keep within a constantly diminishing income. Hospital managers have 
been thinking daily about saving the dimes, compared to 1928 when they 
were thinking only about the dollars. The effort toward economy in 
expenditure within the individual institution is reasonable and_praise- 
worthy so far as it is consistent with maintaining a reasonable quality of 
service to the sick. The depression has taught us all some hard lessons, 
among which are ways of making a dollar go farther and do more. 


But saving within the individual institution is not the only policy 
through which economy can be achieved. Looking over the reports 
which have come to my notice recently, one is struck by the fact that 
this very extensive capital investment in hospitals is not being used as 
fully as it should be. The recently published survey of hospitals and 
clinics in Chicago reports that in 1933 there was an average of 6,000 
empty beds in the non-governmental hospitals in Chicago. Since there 
were slightly less than 12,000 beds in all these hospitals combined, this 
means that fully half of these beds, representing altogether a capital 
investment of thirty million dollars, stood idle through the year. The 
situation had not improved appreciably in 1935. Did Chicago build more 
hospital beds during the boom days than were necessary? Even in 1929 
the reports show that the average occupancy was only 60 per cent of the 
hospital beds in Chicago. That is a 10 per cent better showing than in 
1935, but 40 per cent of unused beds in boom times does not suggest that 
the reason for the vacancies was the inability of the people to pay the 
cost of hospital care. Even then there were more beds than the city 
really needed. 


A compilation which has been made for Philadelphia shows that in 1928 
an average of 67 per cent, or just about two-thirds of the hospital beds 
in this city, were kept occupied, while in 1934 the figure had sunk to 63 
per cent. One would hesitate to single out two cities for mention in this 
way were it not for the fact that figures just published by the American 
Medical Association show a similar condition for the country as a whole; 
namely, that the general hospitals in the United States had 65!/2 per cent 
of their beds occupied in 1929 and 60 per cent in 1934. Thus Chicago 
compares only a little less favorably and Philadelphia only a little better 
than the general average. 

This is a matter which the managers of each individual hospital do 
not have entirely within their control. It is a fact that in both cities 
mentioned, the large hospitals have their beds, on the average, more fully 
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occupied than the small institutions. A natural inference from this or 
the preceding figures is that the hospitals have a problem which they must 
endeavor to solve jointly rather than individually. Speedy recognition 
and prompt action are necessary, as the willingness of the public to main- 
tain hospitals will not be strengthened by figures such as those that have 
been quoted. 


One cannot help being impressed by a recent statement made by Dr. 
Alfred Stengel, President of the College of Physicians in Philadelphia, 
questioning whether some of the people who enter hospitals might not 
receive efficient medical care in a less expensive way. Dr. Stengel’s re- 
marks, as quoted in the published report of the State Welfare Commission 
of Pennsylvania, are as follows:* 

“A great deal of unnecessary expenditure in hospitalization of patients 
can be saved by a proper set-up of out-patient departments. 

“By having a complete building and equipped with this idea in mind 
to study cases completely, we have now for several years been treating 
directly in out-patient departments gastro-intestinal cases which here- 
tofore have been considered as necessarily hospital cases. When hospi- 
talized, they were usually kept from ten to fourteen days, and often re- 
ceived only very brief attention each day. In a properly arranged out- 
patient department they would spend fifteen minutes, or if need be, 
longer periods of time—perhaps two hours or more—but could remain 
at work even if only on a part-time basis. An estimate we made of our 
service showed a saving of close to $8,736 a year to the people and $10,000 
to the hospital. Remember this concerns only one type of patient, though 
the same principles apply to others. 


“Now of course you must recognize that it costs money to put up a 
well planned out-patient department, but it is not necessary to go as far 
as we have. There would, however, be an enormous saving if people 
could go to an out-patient department even moderately well equipped 
and secure full medical attention.” 

True economy in hospital management, therefore, means not only care- 
ful expenditure of money but the most effective use of facilities. Eco- 
nomical expenditure is within the control of the manager of each institu- 
tion. The effective use of facilities demands joint support and considera- 
tion by the hospitals in conjunction with other community agencies. This 
applies particularly to hospitals, as they are not like the ordinary business, 
capable of complete self-support, but are dependent on public good-will 
and annual financial assistance, in one form or another, for their very 





*Report on State Aid to Private Charitable Institutions and Agencies, Bulletin 
Number 63, December 15, 1934, page 16. 
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existence. Such community planning is essential and is of particular 
importance in these times. 


In respect to securing the financial support of the public, it is noted 
that the financial basis of our hospitals has changed a great deal even 
during this generation. The United Hospital Fund of New York reports 
that thirty-five years ago the leading hospitals of that city had only a 
relatively small proportion of paying patients. Now the income from 
these patients amounts to two-thirds of the hospitals’ total income. It 
is only within a comparatively few years that some of our oldest and best 
known hospitals of Philadelphia have admitted paying patients. The 
original conception of these and other long established hospitals was that 
they were solely for the poor. Now all sections of the community, the 
well-to-do and the poor alike, utilize and have a direct interest in hos- 
pitals. All are vitally interested in the question, which has necessarily 
become more acute during the depression, “How shall needed hospital care 
be paid for?” 


We are now relying, to a larger degree than ever before, upon govern- 
ment funds to provide needed services for those who are unemployed or 
sick and who are without income. For some years past city, county, and 
state hospitals have been increasing in number and size generally through- 
out the country. What is more, they have increased faster than hospitals 
maintained by private agencies: In Pennsylvania we have an extensive 
system which is unusual among the states of the Union. We have state 
grants to non-governmental hospitals for the care of people who cannot 
pay. This system has both advantages and disadvantages. If city or county 
hospitals are absent or are insufficient locally, the non-governmental 
hospitals must receive those sick persons who cannot pay for themselves 
and for whose care the public authorities have responsibility. It is proper 
that these hospitals should be paid for such services by the government, 
if funds cannot be provided for them, as charitable services, out of endow- 
ments, private gifts, or community fund grants. But hospitals cannot 
expect funds from the public treasury without accepting the responsi- 
bilities which devolve upon agencies, which act thus for the public. Along 
with the receipt of public funds, hospitals must expect certain public 
supervision, requirements for accurate and uniform accounting. They 
must cooperate with the public welfare and health authorities in measures 
which will tend toward the most economical use of public funds and 
toward the control or prevention of disease in the community as a whole. 


But after all, even in these days the bulk of our people are still em- 
ployed and are self-supporting. The major problem of paying for hospital 
care revolves itself into the question, “How can the paying power of the 
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average self-supporting family be made sufficient to meet the cost of hos- 
pital care when such care is needed?” 


The business man is anxious to promote the purchasing power of the 
actual and potential consumers of his product. To promote it effectively 
he must first study it. Have you tried to put yourself in the position of 
the potential consumer of hospital care and to understand his attitude? I 
do not mean the man who is in your hospital sick, and who is, so to speak, 
an actual consumer of your service. Rather consider the man who is still 
well, and who, like everyone else, is a potential consumer of hospital care. 
An accident or a serious illness may, at any time, compel him to go to a 
hospital. This potential consumer of hospital care has a demand for hos- 
pital service that is quite different from his demands for the commodities 
and services which are common in the market-place. You hospital man- 
agers are in the fortunate position of offering a service which, when the 
physical need for it arises, is an urgent necessity. On the other hand, 
your position is less fortunate because this urgent necessity is not fore- 
seeable. The potential consumer cannot usually plan for it in advance. 
Hence, when the need arises he is unprepared with funds to purchase this 
service. 

Furthermore, hospital service is expensive in comparison with the means 
of the average consumer. Five dollars or more a day, with some extras, 
and fees to physicians and surgeons soon run up a bill of $100 to $200, 
a sum which is not easy for the average worker to pay. It corresponds 
in amount to the purchase of a set of furniture or a high-grade radio. 
Articles such as these are not bought by the consumer except when he 
decides, after careful planning, that he can pay for them on the install- 
ment plan or otherwise. Possibly the payment of hospital bills in install- 
ments, after the bill has been incurred, might help some people. In the 
case of hospital service it is the unexpectedness and unpreparedness which 
magnify the problem of your potential consumer. Only about one in 
fifteen or sixteen people needs to go to a hospital in any given year. It is 
not reasonable, therefore, to expect that the average man will save up and 
set aside $100 to $150 on the chance that he might need this sum par- 
ticularly for a hospital illness. There are too many other demands on 
those dollars. But it is quite obvious that the plans of group hospitaliza- 
tion, which call for small payments every week or every month, from the 
potential as well as the actual consumers of hospital care—that is, from 
everybody in a large group of people—can build up a fund out of which 
every subscriber, at a very small annual cost to himself, can be assured 
that his hospital bills will be paid so that he will receive care when he 
needs it as a self-respecting American citizen. 
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It is gratifying to learn that this plan of group hospitalization has been 
established within the last few years in a number of cities, and that such 
bodies as the American College of Surgeons and the American Hospital 
Association have officially endorsed it. According to the publication of 
the American Hospital Association, the Cleveland plan, started only last 
summer, now has 8,000 members; the plans in Newark, New Orleans 
and in 30 or 40 other cities in the West are well established. New York 
City last month set its plans under way with over 50 hospitals partici- 
pating. ‘For three cents a day you pay your way,” is their slogan. 

Such plans will help the public to get hospital care when they need it 
and to pay for it instead of having to call upon public or private charity. 
From the standpoint of the hospitals, a plan of systematic pre-payment 
for hospital care ought to establish a broader and more stable financial 
basis of hospital service than hospitals have had in the past. Incidentally 
these plans have the advantage of bringing all the hospitals of a com- 
munity into a project requiring cooperative action. Such plans of group 
hospitalization should be conducted as community enterprises, not merely 
for the support of hospitals; but the hospitals may wisely take initiative 
in starting them. In fact, hospitals can have very little face with the 
public in asking for private gifts, government funds, or contributions 
from community chests, unless they are willing to take steps to assist 
themselves. By organizing and increasing the paying power of that great 
mass of potential consumers of hospital service, who are employed and 
who are generally desirous of paying their own way, they can greatly 
benefit themselves. 


Dr. W. P. Morrill Injured 


The many friends of Dr. W. P. Morrill regret to hear that he was 
struck by an automobile and seriously injured on June 21. Dr. Morrill 
has been connected with the American Hospital Association, engaged in 
research, for the past year, and has been engaged in editing the “Hospital 
Abstract Service.” 

In addition to severe contusions about the head and body, he suffered 
a fractured arm and dislocated elbow, and five of his ribs were frac- 
tured. 
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Financing the Voluntary Hospital 


By HON. ALFRED E. SMITH, 


New York 


ADIES AND GENTLEMEN: While it is true that I am a director of 
the Beekman Street Hospital, my principal function for a num- 
ber of years was to attend the Christmas party and give out the 

toys to the children in the neighborhood and visit through the wards 
where the sick and injured were. I had a funny experience one day. 
I walked into a room where a man had his leg all tied up to the ceiling, 
fractured or broken in several places. He looked up and said, “Hello, 
Al.” I looked at him for a minute. Of course I didn’t know him. 
I said, “How are you? What happened?” 

“Well,” he says, “Ill tell you. I got into an argument with a taxi- 
cab and the cab got the best of me. You don’t remember me, do you?” 

I said, “No.” 

“You don’t? I used to be the bartender up at No. 9 Bowery.” So 
I promptly said to the President, “I guess when I come through again, 
I don’t want the other directors with me.” 


To my way of thinking, we are presented with just two problems: 
First, do we need private hospitals? There can be only one answer to 
that. The answer is, we not only need them, but we couldn’t get along 
in this City without them. Then the other question is, if we have to 
have them, what is our responsibility for the cost of maintaining and 
operating them? Our hospital system in New York was a kind of a 
growth like a good many things here on account of the enormous in- 
crease in population over a comparatively short period of time. Our 
hospitals grew without planning and as Mr. Cullman says, for years 
there was no hospital above Bellevue, on the east side of Manhattan, 
although that was the very thickly populated part of New York. To- 
day, there is no public hospital from the site where we are now speak- 
ing all the way to the Battery, west of Broadway. In that heavy ship- 
ping district where the New York Central Railroad is running a grade, 


Read before the New York State Hospital Association, May 23. 
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where accidents are constantly occurring on the docks and waterfront, 
we have just one private hospital, St. Vincent’s. 


When the New York Hospital moved from 15th Street up to the 
Upper East Side, it put such a tremendous strain on St. Vincent’s Hos- 
pital that I was successful as a member of a Committee that was ap- 
pointed to dispose of six and one-half million dollars for charity, to get 
half a million of it for an annex or clinic for St. Vincent’s Hospital. 


If the private hospitals are not adequately financed there is only one 
thing for them to do—go out of business. I was informed, since I ar- 
rived in this room, that in a year three of them in New York have 
closed their doors. While I agree that there should be some public 
money and that at least the City ought to pay the cost, at least the 
cost, of maintaining her patients, still I am forced to the expression of 
the hope that the people themselves will realize their individual respon- 
sibility to maintain these hospitals. They have done it in the past, but 
in the last five years there has been such a terrific strain on business and 
on every individual that the raising of money is very very difficult. 


In the beginning of the depression, it was comparatively easy, but as 
-we went along from year to year, it became apparent that the strain 
was too much. I was informed by a man down in the Association for 
Improving the Condition of the Poor, that in the last three years, men 
and women who in earlier years were subscribers, are now coming them- 
selves in search of relief. And they have a perfectly good story. They 
say to the agent in charge, “When I was able to do it, I contributed, 
and now I need help myself.” 


And, of course, the strain put upon our hospitals, with less means of 
financing them privately than they were able to secure in the past when 
people could give liberally, is being felt. 


Another point, the value of the securities held in trust for a great 
deal of the private institutions has so greatly diminished in their earn- 
ing power as to place an additional burden and an additional strain upon 
the finances of these institutions. 

Of course, it is a fact that there is a great deal of confusion in the 
public mind on all of these question of spending money. But let us 
remember that the Government will never be able to do it all, never. 
It has never tried to do it. The only charitable activity that was taken 
over by the State in full is the care of the insane and that happened 
away back in 1884 and for the simple reason that the counties were 
just not able to do it. The State, in part, takes care of the blind and 
the feeble-minded, epileptics, crippled children, but they only scratch 
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the surface, and when you make the care of these hospitals a public 
function, it costs money, an awful lot of money. 

What do we find? We find the burden passed right back to us again 
in the form of taxation. If the State or even the City was to under- 
take the care of everybody in need of care, where a large part of the 
money comes from charitable donations, it would drive up the assessed 
value of real estate or the tax rate to a point where nobody could hold 
on to anything and we would all be knocking at a hospital door. 

I firmly believe that if this matter is properly laid before our people, 
that aside from getting a fair, square deal from the Government in the 
carrying charges of the patients sent there from the City, if it is fairly 
and squarely put before the people, I believe there is enough public 
spirit, enough of charity, enough of generosity, enough of the love of 
God Himself in a community like this to see that our private hospitals 
do not suffer and to see that no more of them close up. 





Dr. Hockett to Succeed Dr. MacLean 
= 


Dr. A. J. Hockett, who for the past several years has been assistant 
to Dr. R. C. Buerki, superintendent of the Wisconsin General Hospital, 
Madison, has been appointed to succeed Dr. B. C. MacLean as super- 
intendent of the Touro Infirmary, New Orleans, La. 

Dr. Hockett has rapidly taken his place as one of the leading hospital 
administrators in the United States. He is a graduate in Arts and in 
Medicine of the University of Oregon, and since his appointment as as-~ 
sistant to Dr. Buerki has rendered a superior service. 

In taking over the superintendency of Touro Infirmary, one of the 
oldest and best established hospitals in the United States, Dr. Hockett 
succeeds a long line of prominent administrators. His training, his per- 
sonality, and his experience eminently fit him for his new position. As 
Touro Infirmary is an educational institution closely affiliated with the 
College of Medicine of Tulane University, this will give him ample op- 
portunity to apply the methods of the University of Wisconsin in his 
new position to the best advantage. 
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Three Definite Tasks for Voluntary 
Hospitals 


By HOWARD S. CULLMAN, 
President of Beekman St. Hospital, New York City. 


T HAS FALLEN TO MY LOT on a number of occasions in the past few 
I years to discuss the business approach to hospital problems before 
various distinguished gatherings. On those occasions, I have argued 
that the hospitals of this city have assumed the proportions of a major 
industry, requiring essentially businesslike administration. On the whole, 
experts in the field have agreed with me, but I cannot claim that my 
point of view has yet gained any very wide popularity. Frankly, I have 
not been troubled with an unwieldly amount of fan mail. 

As I understand it, there is nearly $150,000,000 invested in hospital 
equipment in New York City. It would seem plain that an investment 
of this size must be handled in a businesslike fashion. However, there 
are fairly obvious, although, I think, illogical, reasons why the so-called 
business approach to hospital problems does not, in general, evoke wild 
enthusiasm. 

We have, on the one hand, the trustees, who are still, in many cases, 
under the spell of the “Lady Bountiful” tradition in which so many of 
our hospitals were founded. There is a vast sentimental appeal and emo- 
tional satisfaction in ministering to the sick poor. These vaguely 
benevolent impulses founded our first hospitals, which were, in fact, no 
more than adjuncts of the almshouse. Today, however, we have moved 
far from the stage where the philanthropic whims of an individual or 
group can cope with our city’s health problems; but, because of the rosy 
aura of philanthropy which clings to our hospitals, those responsible for 
their management still shy from the actual business problems involved. 

On the other side of the hospital picture are the physicians. The hos- 
pitals have so long depended on the generous cooperation of the medical 
profession that the doctors themselves have come to regard the hospitals 
as sacred ground to be kept, as much as possible, free of the contamina- 
tion of business methods. I do not intend, today, to discuss with you 
the highly controversial question of why any community should accept 


Read before The Hospital Association of New York State at New York City, 
May 23. 
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the free services of physicians in hospitals. I would, however, like to 
point out that the day of haphazard and casual philanthropy is past and 
that the sooner we can begin to view our entire hospital problem as a 
whole the better off we will be. 


In this country, we normally regard the care of the sick poor as a 
community responsibility which should be borne by the taxpayers. Grant- 
ing this assumption, what then are the functions of the voluntary hos- 
pitals in a city like New York? 


As I see it, there are three definite jobs for the voluntary hospitals. In 
the first place, they must provide hospital care for that large group of 
citizens who can afford to pay something for hospital service. These 
range from paying ward patients to semi-private and private cases. For 
none of these is there any space in municipal institutions. In the sec- 
ond place, the voluntary hospitals must supplement the work of the city 
in caring for the indigent sick, for the very simple reason that there 
are not enough municipal beds available to take care of the present heavy 
load of city cases. In the third place, the voluntary hospitals must carry 
on their tradition of scientific leadership by providing opportunity for 
research and experiment in medical, surgical and nursing technique. 

Granting that these are the jobs of the voluntary hospitals, how, from 
a strictly practical point of view, can they be carried on? As to the 
care of paying and part paying patients, the voluntary hospitals are con- 
stantly striving to improve their service. The present experiments in 
hospital insurance may prove a successful step toward solving this prob- 
lem. In the meanwhile, the deficits incurred on part paying patients 
are being carried by private philanthropists. Similarly, the cost of re- 
search is being paid out of funds contributed by public spirited indi- 
viduals. Finally, there is the tremendous and ever increasing load of 
caring for the completely indigent groups. 

It would be a very pleasant thing if every voluntary hospital could 
throw open its doors and offer to take care of any and all patients with- 
out charge. Unfortunately, most voluntary hospitals simply have not 
the funds to do so. 


We have accepted the principle that community health is too grave, 
too fundamental a problem to be relegated to individual philanthropy. 
We know today that the care of the indigent sick is a just burden on 
the taxpayers. In recognition of this fact, the city appropriates a sum 
from public funds for the care of city cases in private institutions. Yet 
the sum allotted per patient bears little or no relation to the cost of the 
service rendered. In municipal hospitals, because of a quixotic method 
of bookkeeping which in the past has ignored all property charges, the 
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per diem cost of ward care per patient is estimated at $4.50. In private 
hospitals, which are forced to carry such matters as buildings, property 
values and equipment on their books, this cost is over $6.00 per day. 
For this service, private hospitals are allotted by the city $3.00 per day 
for patients over five years of age. For children under five, only $1.15 
is paid. This curious distinction leads me to believe that there are few 
parents in our city councils. It might be wise to consult a few mothers 
on the comparative difficulty and cost of caring for sick infants and 
adults. 


The result of these policies has been to burden our private institutions 
with a steadily mounting deficit on all city cases. Contributions, in 
times of depression, shrink to a minimum. Simultaneously, the ranks of 
city patients grow daily. The penalty of good works has, for several in- 
stitutions been actual financial failure. New York stands in bitter need 
of the help of private hospitals. But the private hospitals must, in turn, 
be helped by New York. At the present illogical rate of compensation 
for city cases, the price of benevolence for many private hospitals has 
been bankruptcy. Dr. S. S. Goldwater, our able Commissioner of Hos- 
pitals, has himself frequently expressed the view that the rate paid for 
city cases in voluntary hospitals should be increased. I fully sympathize 
with the enormous financial difficulties under which his and other city 
departments are laboring, but I am firmly convinced that we cannot 
economize on human health; and, if sufficient funds are not available to 
take care of the indigent sick, money should be raised either by taxation, 
a bond issue or by some other means. 


It seems to me that, in the vast program of governmental expenditure 
today, the whole problem of health has been gravely neglected. I under- 
stand that a sum approximating $40,000,000 has, to date, been expended 
in greater New York for work relief on parks and other recreational 
projects. I do not in the least criticize this expenditure; on the contrary, 
I feel that not only we but the generations to come will benefit from 
the brilliant achievements of our Park Commissioner. However, I would 
like to contrast this imposing sum devoted to recreation with the meager 
allotment which has so far reached our Department of Hospitals. I under- 
stand that, as compared with the $40,000,000 expended for parks, less 
than $8,000,000 of Federal funds has today been allocated to the hos- 
pitals of this city. Dr. Goldwater has repeatedly pointed out the shock- 
ing inadequacy of our hospital facilities in greater New York and the 
need for new institutions to care for the chronically ill, contagious cases 
and other gravely neglected groups. Surely, here is one opportunity for 
Federal funds to be spent for a constructive and humane purpose under 
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able direction, and I would most emphatically urge that the Federal Gov- 
ernment consider the hospital needs of this and other communities in 
allocating future Federal funds. 

Until such time as there are adequate public institutions to care for 
all the indigent sick, the voluntary hospitals will be called upon increas- 
ingly to do their share. They will continue to carry as much of the 
burden as possible, but it is imperative that the work they are doing be 
recognized as a public service and in no sense a private enterprise. The 
city and state must cooperate in a task which has become far too great 
for private philanthropy alone. 

I have tried today to give you what seems to me a few highlights in 
a complex situation. I am hopeful that much light will be shed on hos- 
pital problems on the forthcoming survey made possible through the 
generosity of the Carnegie Foundation. Certainly there are many glaring 
defects in our present hospital scheme on which public attention needs 
to be focused. 

It is apparent, in the first place, that the task of caring for the sick 
has assumed the proportions of a major industry, demanding business- 
like management. Second, it is plain that in future hospital planning, 
all facilities whether municipal or voluntary must be viewed as a whole. 
This is particularly obvious in New York City where, in the densely 
populated area between 26th Street and Harlem, there would be no 
hospital facilities whatever were it not for the voluntary institutions. 
Third, the fact must be recognized that the so-called private hospitals 
are today performing a vital public service in which they must be aided, 
as a matter of right, by the municipalities. Finally, it is high time that 
hospital plans and needs be given the recognition they merit in public 
works and relief appropriations. 

Since we are not today gathered here for purely social reasons, I believe 
we have an opportunity for at least one constructive action. If it is in 
order, I would like to recommend that resolutions be adopted by this 
gathering and forwarded to the Federal Government. I feel that it 
would be both timely and appropriate for us to point out the great pos- 
sibilities for the constructive use of public funds in hospital projects and 
to urge the speedy allocation of government monies to the task of fight- 
ing disease and safeguarding health. 


om 
° 





George E. Hays resigned as superintendent of the Kentucky Baptist 
Hospital, Louisville, effective July 1. Mr. Dobbs, assistant superintend- 
ent, has been named to succeed Mr. Hays. 
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The Hospital and Society in the 
Changing Social Order 


By F. STANLEY HOWE 
Director, Orange Memorial Hospital, Orange, N. J. 


CERTAIN GENTLEMAN of my acquaintance, who began a long 

and successful career as an apprentice in a heavy industry, once 

ventured a suggestion to the Boss. His only reward was the 
indignant reply, ““Young man, all we expect of you is Brute Strength 
and Ignorance!” 

Society is so accustomed to demand of our hospitals unlimited serv- 
ice and to expect in return only uncomplaining acquiescence that any 
effort on our part to propose a change in this relationship may cause as 
much resentment as the apprentice’s suggestion, or consternation equal 
to that when little Oliver Twist, starved and desperate, feebly asked 
Mr. Bumble for another bowl of oatmeal gruel. 

But if our cause is as worthy and our plight as serious as we believe, 
we shall not be true to our calling if we do not risk our welcome in 
society by suggesting a fundamental change in our mutual relationship. 
This change is not in our methods or ideals, but a recognition of our 
right to adequate financial support and of our utter inability to con- 
tinue meeting the extraordinary demands upon us without definite as- 
sumption of responsibility by society for the full costs of service ren- 
dered to indigent or part-pay patients in our voluntary charitable hos- 
pitals. 

Worry has rightly been called ‘Suicide on the Installment Plan.” 
Worry over personal troubles is a well recognized inhibitant to recovery 
in physical illness. Similarly, worry over finances is slowly but surely 
undermining the morale of our profession, with the most serious con- 
sequences if not soon checked. 

When disaster befalls, the tragedy will not be in the closing of more 
hospitals, but the denial of their urgently needed services to the multi- 
tudes who now come confidently to our doors. 

In 1934—4,988,351 persons spent 67,533,770 days in the voluntary 
hospitals of the United States. During that year 103 of these hospitals 
closed for lack of funds, making a total of 418 such closings since 1929. 


Read before the New Jersey Hospital Association, Atlantic City, June 14. 
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By this process probably 20,000 beds, scattered over the country, have 
been withdrawn from use. 

Many of these closings have left communities with no hospital facili- 
ties at all. In larger centers they have thrown still heavier burdens on 
those which struggle on, or upon tax supported hospitals, which last 
year showed an average occupancy of over 80 per cent too high for 
safety. 

Nothing but the ignorance or indifference of society can explain this 
tendency—with fine new institutions, planned and equipped for the 
highest type of medical care running half filled and on starvation diet, 
while patients needing their service are herded into old, often unfit and 
grossly overcrowded public hospitals. 


Shall our private institutions, which last year operated at less than 
§0 per cent capacity, but are capable of serving their constituents con- 
veniently and well if their financial problems can be solved, through 
still further curtailment, create pressure for the erection of more gov- 
ernment hospitals, built and operated at the taxpayers’ expense, when 
a fraction of this sum, if made available to existing private institutions, 
will permit them to carry on? 

It is unfortunate that the case of the hospital in relation to society 
could not have been presented by one less likely to seem biased by self- 
interest. The difficulty of finding one outside the profession to do this 
illustrates another problem, since few not actively engaged in the field 
fully appreciate its intensity. 

How many know that of the Billions already spent, and the further 
staggering sums about to be poured out by a Government intent, on 
endowing our people with the “more abundant life,” not a dollar has 
been allotted to the voluntary hospitals? Nevertheless, the same off- 
cials whose policy of substituting “made work” for relief is daily re- 
ducing our chance of securing such aid, frankly admit that “it is the 
obligation of government to help us and has always been so.” While 
unwilling to take steps in our behalf, they frankly urge us to “drama- 
tize the plight of the hospitals so as to focus the attention of the 
Nation upon them.” 

Good health is the foundation on which rests the power of Govern- 
ment and the happiness of its citizens, and, in the words of our honored 
Father Griffin: “The one thing we expect of Government is that it 
will take care of the people, and that it will take care of them when 
they need it most, namely when they are sick.” 

To quote from a recent Bulletin of the American Hospital Associa- 
tion, we appear “to have won our case” for exemption from the Social 
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Security Bill. And why have we asked exemption? Because our budg- 
ets do not permit us to pay the premiums necessary to include in its 
benefits the hard-working, self-sacrificing, but grossly underpaid per- 
sonnel whose devotion and skill have made modern hospitals places of 
hope and cheer rather than of last resort. 

If society is glowing with anticipation of the benefits of Social Secur- 
ity, what of those institutions which, working with the medical pro- 
fession, do most to give joy and security to human life today? 


The Committee on the Cost of Medical Care estimated that 1,200,000 
lives are saved annually through good hospital service. At an average 
of $6,000.00 per life, as computed by life insurance companies, we are 
creating or salvaging the sum of $7,000,000,000.00 each year as our 
contribution to security and enjoyment of life. If in so doing we must 
forego any security for ourselves, because the society which is the bene- 
ficiary of our efforts cannot or will not pay its share, then we have 
reached a new low in our sense of Social Responsibility. 

Having no means to pay for our own security, we cannot compete 
in publicity efforts with the multitude of agencies, both public and 
private, which now demand the attention of the Government to their 
claims. We are therefore confined largely to such channels as this 
gathering for the dissemination of facts in support of our appeal. 

In the last thirty years, length of stay in hospitals, together with 
death rates, have been cut in half. Just ponder what this means. Even 
with rising rates, the actual cost of sickness has undoubtedly been re- 
duced per case, with vast improvements, comforts, and even luxuries 
thrown in. The economic value of this service, added to the contribu- 
tion in actual lives saved, cannot be calculated. With an estimate of 
from three to five billions invested in hospital properties, and an annual 
cost of one billion for operating them, can you name any other industry 
which is returning to Society over twice its capital or ten times its run- 
ning cost every year—and being asked to impoverish itself for the privi- 
lege? If there is any investment which it is to the advantage of Society 
to conserve, it would seem to be its investment in life-giving and life- 
saving as expressed by its hospitals and the service of the medical pro- 
fession. 

If every patient whose life we saved should acknowledge a gift of 
$6,000.00 from the hospital, and other patients were to credit us with 
the full economic value of the care they had received, we might hear 
less about “high costs of illness,” or “inefficient management,” and more 
about the incalculable benefits conferred by hospitals and the insignifi- 
cant charges which they make. 
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Every year in our hospitals about 800,000 babies are born, each of 
whom spends perhaps ten days under our care. If every ten years, or 
once in 80 million baby days, a nurse carelessly feeds an infant boric 
acid, the press of the entire country shudders with horror at the inci- 
dent. Nothing is made of the fact that on the other 79,999,999 days 
no such mistake was known to have occurred. A Society which shows 
scarcely a ripple of interest in the annual slaughter of 35,000 people 
and injuries to a million more by motor cars on our highways, gets the 
jitters on hearing of some patient allegedly killed in an Operating Room 
by “cut-rate” ether. The carelessness which caused a serious traffic 
accident is scarcely mentioned, but if the ambulance is three minutes 
late in arriving on the scene, a storm of criticism may arise, resulting 
in the cancellation of contributions to community chests as a protest 
against such “negligence.” 

A certain Irishman, being visited by his wife after an emergency 
operation at the quarry hospital, explained a huge lump on his head by 
saying: “The ether give out and they had to bean me with a spade.” 
It will be a sad day for Society if, through unintentional neglect of 
its hospitals, even more than the ether is found to be wanting from 
the multiude of supplies which every such institution now counts as 
indispensable and carries at great cost. 


In these trying times we hear suggestions of “drawing on our Endow- 
ment Funds” to tide over the emergency. The combined endowment 
of all hospitals is about $437,000,000 (subject to shrinkage in recent 
years). The normal income from this source has been estimated as 
sufficient to care for only 15,000 patients, or but 2 per cent of all 
those in general hospitals. Or, applied toward reducing the cost to all 
patients, it would yield about 8c per day. If these funds were to be 
drawn upon exclusively for the support of all hospitals, estimated to 
cost a billion a year, their principal would be completely exhausted in 
‘less than six months. While individual situations would vary widely 
from these ratios, and as most hospitals have no endowment at all, the 


inadequacy of this policy should be clear. 


As further evidence of the widening gap which must be spanned, in- 
come from patients has dropped 30 per cent in the past three years; 
gifts, contributions, and other philanthropic sources of income are about 
one-quarter what they were in 1928 and 1929; while volume of free 
service, on the contrary, has risen from 15 per cent of the total in 
1929 to 60 per cent in 1934, and 70 per cent of all patients in charity 
clinics are being treated free. Meanwhile Federal and State Legislation, 
through processing taxes and other revenue measures, has increased the 
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cost of food and other staple commodities which we require by about 
20 per cent. 


And if this wasn’t enough, our paying patients continually clamor 
not only for lower rates, but expect more for their dollars than ever 
before. The below-cost patient, who lives most frugally at home, de- 
mands that he have more steaks, chops, and other special articles of 
diet so that he may the sooner get well and thus cut down the days of 
care for which the hospital may bill him. 


Efforts to meet this alarming situation have not been lacking. Under 
pressure of necessity every variety of economy—both wise and foolish— 
has been proposed, and in many cases tried. New and much-needed 
equipment has been denied, maintenance and repairs have been deferred, 
and heavy burdens placed upon the workers, both in increased duties 
and in decreased pay. While living costs were low this may have been 
tolerable in view of the greater stability of employment, but during 
the past two years of rising costs and unprecedented solicitude for other 
labor under the NRA, it has become dangerously burdensome, and will 
grow daily more acute. 


Already unionism has been tried and the first hospital strike and lock- 
out has occurred in New York City with results not yet possible to 
appraise. Force, however, does not settle issues, and it is possible that 
this may prove the beginning of a period of strife, with the submerged 
thousands of our employees resorting to the only means at their com- 
mand to bring their cause to public notice. While such measures are 
always regrettable, they will be particularly so among hospital workers, 
if economic pressure and the absence of any hope of bettering their 
condition should change their traditional attitude of faithful service 
into rebellious and grudging performance by groups made class-conscious 
by indifference to their predicament. 

We have a splendid asset in our personnel, both nursing and other, 
and any loss in morale through failure to conserve it in these times will 
work great and lasting injury to institutions which depend, perhaps 
more than any others, on community good-will. 

What is one orange more or less, or a few minutes extra burning of 
an electric bulb, compared to a smile in the sick room, an extra smooth- 
ing of a pillow, or a genuine expression of sympathy to a bereaved rela- 
tive from an employee who might be supposed to view the death of a 
patient as only an incident in the day’s routine? 

Economical and efficient management we must have. In good times 
or bad, it is not owr money we are spending, nor are they our private 
enterprises which we direct. No administrator worthy of the profes- 
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sion can condone unnecessary cost either for materials or salaries, but 
neither retrenchment nor frugality should cross the line of safety, or, 
from the standpoint of good business, be carried to the extent of alienat- 
ing that large group of patrons and public which pays a substantial 
portion of our cost in fees for services or in charitable gifts. 

The sick come to us to be made well. Cold rooms, dimly lighted, 
shabbily furnished and in need of paint, patched and stained linen, 
scanty supplies, and tired, wire-drawn personnel will arouse in our pa- 
tients and their families only resentment 





never the desire to help us 
eliminate the causes of our impoverishment. 

The relation of hospital and patient is so sensitive that few outside 
the profession can conceive of its importance and delicacy. Regimenta- 
tion may be possible in some forms of human activity, but nothing is 
more personal or unique than one’s operation, and no set of rules can 
satisfactorily fit the needs of the run of individuals who form our 
clientele. 

Said Michael Pupin: ‘No creative man works by logic, but by in- 
spiration gained through bodily contact with nature. Man has power 
only when he comes in touch with actual phenomena.” We who have 
these daily contacts must provide the inspiration, and it is our duty to 
convince Society of our full desire and ability to direct the policies of 
our institutions along lines calculated to attain the highest of modern 
social aims. 

But beyond a certain point we cannot go. When a factory manager 
has shown his Directors that the red ink figures on the books are due 
to the production of an unprofitable article, any intelligent Board will 
promptly discontinue it. Our position is as managers who have been 
told that we must keep on producing that article, no matter how much 
we lose on it, and that we may even have to increase its production if 
necessary at the expense of other profitable lines. Could any manager 
be blamed for a deficit if forced to that extreme? Not in business, but 
it is an every-day experience for the hospital executive. 

The country storekeeper who explained that he could afford to sell 
shovels below cost, ‘“‘because at that price he sold such a thunderin’ lot 
of them,” is a burlesque character in business—but this reasoning has 
become a foundation stone of hospital policy. 

Furthermore, we have little chance to profit even by our own in- 
genuity or through developments in our profession. The inventor of 
any article of commerce may through the Patent Office protect his de- 
vice and reap a profit from those who employ it. 

Few articles bought by the public but include as part of their cost 


July, 1935 [27] 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


some royalty or benefit to the creator or producer. About 6 per cent 
of the wholesale cost of a radio set represents royalties on patent rights 
and is readily paid by all who buy them. But to the student of medi- 
cine or surgery, who labors to discover or perfect a technique for the 
benefit of mankind, no royalties are paid or expected. Pressure may be 
brought upon the hospital to install, often at substantial cost, the new 
devices which make possible better or safer surgical or other proce- 
dures—but the patients who gain by their use have nothing added to 
their bills by reason of such contribution to their cures. 

Any advance in method, plan or other phase of hospital work may 
be freely copied by others. The penalty for excellence in the depart- 
mental organization of any hospital is the obligation to demonstrate it 
(during business hours) to representatives of any other hospital which 
hears of it and by whom it may be adopted as their own. 

Nor may one hospital enjoy the benefits of good management by en- 
larging its field to the same extent as is possible in business. Each of 
us has a certain normal constituency which likes or dislikes us, accord- 
ing to individual tastes, but all of whom come from necessity where 
their doctor directs. Serving a limited field, we cannot capitalize a 
superior quality of service, nor do we suffer as much from mediocrity 
as does a business. Lacking standards for accurately determining our 
relative merits, the only indices of our efficiency are that poor thing 
known as “cost per patient day” and the size (or absence) of a cash 
deficit. 

No means exist for comparing the quality of the food, the cleanli- 
ness, the skill and adequacy of personnel, the infection ratio, complete- 
ness of records, or other vital service elements which one hospital claims 
to provide for $4.50 per day, with that rendered by another at a cost 
of $6.00, or for knowing positively what items each has included in 
these costs. 

Stephen Leacock some years ago wrote a Treatise on Electricity which 
fits the case precisely. Said he, “There are two kinds of electricity— 
positive and negative. One is better than the other, but it costs more. 
The other is the cheaper kind but the moths get into it.” Should we 
not then stand before our communities as offering the best possible 
positive service, even if it costs a little more, rather than impose upon 
the sick a cheaper negative article, with all the risk which such a pol- 
icy implies? 

A prominent physician, recently addressing a conference of social 
workers, stated his belief that “taking care of other people is an essen- 
tially non-productive activity.” When we have convinced Society of 
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that fact we shall be on our way to a better understanding of our 
problem. 

The next step might be a recognition of Service as the chief common 
denominator of our work. Plato wrote that “what a man loves is more 
important than what he knows.” Any hospital imbued with the spirit 
of Service and actuated by a love of mankind, though knowing not 
even the first principles of accounting, business system or high pressure 
collection methods, may yet fill its community with a spirit far more 
helpful than any emotion possible to be aroused by the supreme tri- 
umphs of “scientific management.” Given this spirit, generously sup- 
ported, any hospital can find means to develop all the virtues of effi- 
ciency, without its pitfalls. Starve it, and in time even its bravest ef- 
forts will fail. 

An eccentric market gardener of a past generation, when packing 
tomatoes, always placed a large, soft one in the middle of the box, “for,” 
said he, “‘ it makes life easier for the rest of the tomatoes.” All too 
long have our hospitals filled the role of the large, soft tomato. The 
dependence of Society upon us today is too great to risk destroying the 
“cushion” upon which it rests. We who feel the pressure must be the 
ones to sound the warning and in no uncertain terms. You know the 
little jingle: 

“The toad beneath the harrow knows 
Exactly where each tooth point goes. 
The butterfly beside the road 


Preaches contentment to the toad.” 


Whether large, soft tomato or wounded toad, our plight is serious 
and its solution cannot be long deferred, even for those butterflies who 
try to beguile us into “being patient” in the hope that things will soon 
improve. 

If that darky philosopher was right when he said that “if a man ain’t 
in trouble, his prayers don’t have no suction,” our prayers should have 
a suction equal to the lifting power of that much advertised gasoline, 
one gallon of which can tear up skyscrapers by the roots and toy with 
the Statue of Liberty. 

To return to our text, the Brute Strength of our simple pioneer days 
has given way to a vastly more complicated and expensive technique 
required by modern developments in the healing art. The Simple 
Ignorance has yielded place to an intelligent recognition of the delicate 
and sensitive nature of our service. Fact finding methods have revealed 
the weakness of our early conception of duty, which, if continued, will 

(Continued on page 160) 
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The Hospital and the Medical 
Profession 


By A. C. BACHMEYER, M.D. 
Dir., University of Chicago Clinics, Chicago 


HE DEVELOPMENT of the hospital, except for the lag that is always 

present between the acquisition of knowledge, its general acceptance 

and practical application, has kept pace in large measure with the 
advances made in medicine. A comparison of the hospital of the early 
years of the present century with the progressive institution of the pres- 
ent day readily discloses the numerous changes that have taken place and 
the many new services that have been instituted. 

In order to refresh our memories permit me to recall some of the con- 
ditions that existed twenty-five or thirty years ago. 

The X-ray service was meager and limited for the most part to the 
examination of the bony structures. The equipment was crude and its 
operation hazardous to roentgenologist and often to the patient. Roent- 
gen ray therapy was in its early infancy and was seldom utilized. Radium 
and radium therapy were unknown. 

Physical therapy was limited to the use of fomentations, Priessnitz 
applications, baths, douches, baking, massage and in a restricted measure 
to Galvanic and Faradic electrical currents. Separate departments were 
found only in special institutions. There was no Diathermy, no ultra- 
violet, infra-red or other radiation therapy. 

Clinical laboratories were crude and poorly equipped when compared 
with those of today. For the most part such facilities were located in 
remote rooms. The equipment in most of them consisted of a poor 
microscope or two, a small and inefficient centrifuge, a few slides, test 
tubes, beakers and pipettes, a few reagents and stains and possibly a crude 
incubator that seldom was in order. Tests made consisted of rough 
Hemoglobin determinations, Red, White and Differential Blood Counts, 
Urine and Gastric analyses, which for the most part were qualitative 
and less often of roughly quantitative type. There was little bacteriologic 
work done, no serological analyses, no blood chemistry. There were no 
trained technicians. To substantiate this statement I might cite the 
experience in a teaching institution in which the number of examinations 
in the clinical laboratories in 1910 did not exceed 1500, whereas in the 
same institution last year the total exceeded 42,000. 


Read before the Iowa Hospital Association, lowa City, April 29. 
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The hospital of twenty-five years ago had no laboratory for the deter- 
mination of basal metabolism, no electrocardiograph. Many other diagnos- 
tic instruments now in general use were not to be found. Biopsy exam- 
inations were infrequent and in most instances there was comparatively 
little pathological work performed. 

Marked changes in other forms of therapy have taken place. Pharma- 
ceuticals have been refined and made more palatable and effective. Few 
biological products were available and serious reactions frequently fol- 
lowed their administration. There has been an enormous increase in 
hypodermic, intramuscular and intravenous medication. These develop- 
ments have called for new aptitudes on the part of nurses. 

Though Occupational therapy may be said to date from 1904 when 
Dr. Herbert J. Hall established his first workshop, it was not until after 
the War that such departments were instituted in hospitals generally. 

Medical records, when made, were very meager and little attention was 
paid to their filing and study. 

Though the use of diet in treatment is not new, there were but few 
dietitians employed in hospitals twenty-five years ago and special diets 
were few and far between. This service is a development of the past 
quarter century. 

Nurses labored at the bedside twelve or more hours per day. Student 
nurses received little instruction in classroom or laboratory. Few of the 
students had sufficient education to profit by such teaching had it been 
given. Though the standards for admission to nursing schools have been 
raised and hours of duty shortened, it is to be regretted that the training 
of the nurse has not kept pace with the advances that have been made 
in other fields of education. Nurses have been and remain the victims 
of a faulty method of education, but their difficulties comprise another 
chapter too lengthy for discussion at this time. 

Another major development of this period was that of the Social Serv- 
ice Department. Here a whole new field of human endeavor has become 
well established largely due, in my opinion, to the passing of the old type 
of physician and to the fact that the modern practitioner of medicine, 
especially the type we see in our hospitals, devoted his primary attention 
to the science of medicine and to organic pathology. Busily occupied 
by these interests, he was prone to pass over the social aspects of his 
patients’ needs and left their solution to some other person. The social 
worker soon developed to serve in this capacity. Today she plays an 
important role in making the medical service effective. 

The recitation of these facts serves to remind us of some of the ad- 
vances that have been made, of the new factors that have come into the 
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hospital, and indicates that the comparatively simple organization of 
twenty-five years ago has become complex and intricate. Whereas, in 
the hospital of former years physician and nurse were practically the only 
trained and skilled personnel, the institution of today contains many other 
proficient and expert technicians. These changes did not have their incep- 
tion and entire development in the period to which reference has been 
made, but you will no doubt agree with me that the era has been one 
marked by many extensions and advances in the service of hospitals. 


The advance of medical science, at the same time, wrought many 
changes in the practice of medicine. This is particularly true with refer- 
ence to the development of specialization. In General Medicine we have 
seen the development, first, of Dermatology, then of Pediatrics, and in 
recent years the field has been further divided by the development of 
specialists in gastro-enterology, diseases of the chest, of metabolism, of 
the cardio-vascular system, of allergy, in endocrinology and organic neu- 
rology. Marked advances have likewise been made in psychiatry. In 
general surgery there have been similar changes. The establishment of 
the divisions of orthopedic surgery, gynecology and urology with the 
more limited fields of neuro-surgery and surgery of the chest and vas- 
cular system may be mentioned as illustrations. In the Eye, Ear, Nose 
and Throat specialties many new diagnostic instruments have been devel- 
oped and other advances made. 


In each of these special fields there has been much investigative work, 
many new appliances and instruments of precision for diagnosis and 
therapy have been introduced. Those who limit their work to these 
specialties are required to possess skills and aptitudes far beyond those of 
the general practitioner, while the latter finds that the scope of his activi- 
ties is much reduced. The diagnostic and therapeutic measures that are 
utilized today in the practice of medicine make it necessary for the 
physician to use the services of a number of assistants, each of whom 
must have had special training in the operation of special appliances and 
equipment or in the performance of delicate laboratory procedures. 

In large measure it is impractical and uneconomical for the physician, 
as an individual, to provide and maintain all of these services. As a con- 
sequence clinics have been organized, physicians have grouped their offices 
and have developed other forms of association. 

It was logical that the hospital should also respond to the needs of the 
profession and the public. The enormous expansion of hospital facilities 
all over the world but particularly in America is evidence of that response. 
The medical profession and the public came to realize that only through 
an institution of this type was it possible to obtain the full benefits 
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afforded by modern medical science. The hospital has come to occupy 
an important position in the social economy of nations. It has become 
the only agency through which all the facilities for prompt, adequate 
and competent medical service are available in case of serious or puzzling 
human ailment. Its facilities are readily accessible to physician and 
patient at a moment’s notice, day or night. Through the establishment 
of hospitals and modern methods of rapid transportation a better quality 
of medical service is available to the public, even though they live in 
sparsely settled, remote areas, than at any previous period in all of history. 


The growth and expansion of hospitals has produced many problems, 
all of which have been greatly emphasized during these years of economic 
distress. Among these problems that of the relations between the hospital 
and the medical profession has often come to the front. The establish- 
ment of special diagnostic and therapeutic services, manned by trained 
workers, has tended to obscure the responsibility of the physician for the 
complete service to the patient. As the qualifications required of these 
workers have been increased, they have taken on the complexion of pro- 
fessionals, more and more is required of them, they are given greater lati- 
tude for the exercise of their own discretion in the performance of their 
duties, while the amount of personal service which the physician is called 
upon to give the patient grows constantly less. This in turn tends to 
emphasize the administrator’s control of these special services. Because 
of the position which the hospital has come to occupy in the field of 
medical service, it is not unnatural that administrators and managing 
boards should, on occasion, err in interpreting the functions of the insti- 
tution and that their error should bring them into conflict with the 
medical profession. There have been frequent arguments and discussions 
concerning the hospital’s responsibility for the general medical care of the 
patient and for the quality of the professional service within the institu- 
tion. That these arguments should arise and that misunderstandings 
should develop can be attributed in part to the economics of the situation. 
Huge sums have been expended in the establishment of hospitals. The 
managing boards are largely and rightfully composed of laymen who have 
been successful in the conduct of business enterprises in which they exer- 
cise full control of every activity. 


The purchase and installation of elaborate equipment and appliances 
and the furnishing of laboratories has required large expenditures of cap- 
ital funds. The employment of well trained and highly skilled technicians 
has increased the operating expenses of the institution. As these employees 
of the hospital are directly engaged in ministering to the patient, it is 
not illogical that the idea should arise that it is the institution which is 
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giving and which is responsible for the quality of the medical service. A 
clear understanding of the function of the hospital and of its responsi- 
bilities in the care of the patient is fundamental to the maintenance of 
harmonious relations between the medical profession and the institution. 


The practice of medicine is regulated by legislative enactments in all 
of our states. The physician qualifies for the privilege to engage in his 
professional service by long years of arduous study and finally through 
compliance with the law. These legal regulations while granting privi- 
leges also impose responsibilities, define the practice of medicine, prescribe 
restrictions for those who are not licensed to practice and provide penal- 
ties for infractions of the law. 


The laws regulating the practice of medicine are voluminous and intri- 
cate and vary in the several states. In general they refer to “persons” 
and not to “institutions.” In many of these statutes words similar to 
the following are used in prescribing penalties for doing certain things 
without proper license: “If any person shall hold himself out to the 
public as being engaged in the diagnosis or treatment of ailments of 
human beings; or shall suggest, recommend or prescribe any form of 
treatment for the palliation, relief or cure of any physical or mental ail- 
ment of any person with the intention of receiving therefor, either 
directly or indirectly, any fee, gift or compensation whatever, or shall 
diagnosticate or attempt to diagnosticate, operate upon, profess to heal, 
prescribe for or otherwise treat any ailment or supposed ailment of another 
or shall maintain an office for the examination or treatment of persons 
afflicted or alleged or supposed to be afflicted by an ailment . . . he shall 
be guilty of a misdemeanor and shall be punished . . .” (Illinois Statute.) 


It should not be difficult to understand the position and the functions 
of the hospital in the light of such legal regulations. Our institutions 
are not operating illegally. In instances where there have been misunder- 
standings and where there has been debate or argument with the medical 
profession there has been little if any criticism of the manner in which 
medical service has been performed, and complaints usually have had ref- 
erence to statements made to the public by representatives of the hospita!. 

The hospital cannot offer to diagnose, prescribe for or treat patients, 
and except in those instances where the institution is owned and operated 
by a physician, who is then serving in a dual capacity, it cannot be said 
that the hospital is engaged in the practice of medicine. Most patients 
are referred to the hospital by physicians and remain in the care of those 
physicians while in the institution. In those instances in which they 
enter the hospital without a medical advisor, the first action taken is 
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their assignment to a physician or surgeon. In every instance a physician 
is and remains responsible for the professional service and for all that is 
done for the patient. 

The hospital is only the instrument or agency through which the 
physician renders service to the patient.‘ The hospital, through its facili- 


ae 


ties, its equipment and personnel provides all the means for diagnosis and 
treatment that knowledge and experience have indicated as essential for 
the proper care of human ailments. It remains for the physician to deter- | 
mine what use shall be made of these facilities, to order and direct all | 
service for his patient.” 

Because of the position which the hospital occupies in our social life 
today, it can aid in formulating public opinion concerning the practice 
of medicine and as a medical institution it quickly feels the effect of 
public opinion. It is essential, therefore, that all publicity should en- 
deavor to convey a clear conception of the relation of the hospital to the 
medical profession. It is especially important that the hospital admin- 
istrator and the managing board clearly understand these relations. 

Courts have ruled that the hospital is responsible for the exercise of 

reasonable care in the selection of its employees or agents. None have 
ruled that the physician is an agent of the hospital or that the institution 
is responsible for his acts, but judges repeatedly have ruled that the physi- 
cian is personally responsible for the results of his diagnosis or treatment. 
They have also ruled that nurses and technicians while acting under the 
physician’s or surgeon’s supervision are his servants with respect to the 
work in which they are engaged despite the fact that they may be in the 
general service of the hospital wherein they are employed, and for their 
negligence during that period of time he is therefore liable. The hospital 
has not been held liable if a nurse or technician has carried out the faulty 
order of a physician, but the latter must bear the responsibility. 
\ The hospital is responsible for the quality of the medical service only 
in so far that those in charge must see to it that its equipment is com- 
prehensive and effective; that its personnel is competent and efficient; 
that its various services are properly integrated; that the entire organiza- 
tion functions smoothly and in the best interests of the patient. ' 

The only control which the hospital can exercise over the quality of 
the service rendered by the physicians or surgeons who use the facilities 
of the institution is through the extension of the privilege to practice in 
the hospital. This control is exercised through appointment of physicians 
or surgeons to the medical staff or through the extension of the courtesy 
of the institution to them. The importance of care and diligence in 
making staff appointments is apparent. 


July, 1935 [35] 


f 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


The medical staff, through its organization, provides a means whereby 
the physicians themselves may exercise a degree of control over the type 
and quality of professional service in the hospital, and this is their pre- 
rogative and their responsibility. A strong and active staff, awake to 
its responsibilities and functions, is essential to the modern hospital. It 
is the medical staff that is primarily responsible for the reputation and 
effectiveness of the hospital. There can be no denying the fact that the 
physicians influence almost every activity in the institution and therefore 
their cooperation with the administration is highly important. 

It is essential that there be a clear understanding of the policies and 
practices of both administrative officers and medical staff by the members 
of each group. By frequent meetings, through an interchange of expe- 
rience, opinions and viewpoints; by frank discussions of hospital income 
and expenditure, administrative policies and practices and by informative 
conferences concerning the advances of medical science and the need for 
new equipment and extension of services both groups will learn more 
concerning the problems of each. The medical profession will obtain 
better knowledge of the field of hospital administration and the board 
members and administrator, especially the lay members of the admin- 
istration, will obtain more of the viewpoint of the physician. A better 
understanding and more harmonious relations will certainly result. 


From what has been said, therefore, it would follow that both hospital 
and medical profession have respective functions and _ responsibilities. 
Neither can serve its functions today without the other. The medical 
profession must carry the responsibility for proper standards of profes- 
sional service to the public. The hospital’s services are ancillary. It is 
the instrument through which the physician’s services and the benefits 
of medical science are most fully made available to the public. 


The modern general hospital is an institution organized for the purpose 
of providing all essential facilities for adequate and competent medical 
and surgical care of the sick and injured. Its facilities should include 
every appliance and means, every type of trained personnel, which knowl- 
edge and experience indicate to be necessary for the proper treatment of 
disease or injury, for prevention of sickness and preservation of health. 

The medical profession utilizes the facilities of the hospital by affiliating 
itself with the institution through a medical staff organization which 
should include every division of clinical medicine and surgery. Through 
such staff organization it exercises control of the quality of the profes- 
sional service rendered, and the medical and administrative work of the 
institution is effectively integrated in order that the best interests of the 
patients and the public may be served. 
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The Better Control and Regulation of 
Hospitals Through Higher 


Standards of Licensing 
By MALCOLM T. MacEACHERN, M.D., C.M., D.Sc., 


Associate Director, American College of Surgeons 


T Is AN accepted doctrine that every man, woman, and child regardless 

of race, color, or creed when sick or injured should have available 

to them the best service that modern medical science can offer. This 
worthy objective should at times cause the medical profession, hospital 
trustees and administrators to take stock of actual conditions to see if this 
noble creed is being fulfilled. It is important in this respect to concern 
ourselves with hospital service. 

For the year 1934 the American Medical Association in its Hospital 
Register for the United States lists 6,334 hospitals, sanatoria, and related 
institutions. Of this number 2,480 or only 39.1 percent are listed by 
the American College of Surgeons as meeting the minimum requirements 
of service to the patient. 

Of the total number of hospitals registered, 3,335 have less than 50 
beds and of this number 228 or 6.8 percent are on the Approved List of 
the American College of Surgeons as meeting the minimum requirements 
after eleven annual surveys. 

Another significant fact is that there are 569 hospitals in the United 
States which the American Medical Association will not admit to the 
Hospital Register. In explanation of the list of hospitals, the American 
Medical Association says: ‘There are 569 institutions which, because of 
alleged unethical or questionable practices, admissions to their staffs of 
members who are seriously unqualified either morally or professionally, 
flagrant methods of advertising, or for other valid reasons, are deemed 
unworthy of being included in any published list of reputable hospitals.” 

I now submit to you two vital questions: 

First: Should any hospital which is not eligible for inclusion in the 
Hospital Register of the American Medical Association continue to 
function? 

Second: Should any hospital which cannot reasonably well meet 
the basic or fundamental minimal requirements of ethical and profes- 
sional standards continue to function? 
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I will not argue these two vital questions with you. You may draw 
your own conclusions. Is not more legal control necessary? This matter 
is of great concern not only to hospital people but also to governmental 
authorities who must recognize their responsibility. 

I am not in favor of compelling or legislative standards. I believe in 
education and voluntary acceptance of principles which in their inter- 
pretation may be adjustable to the varying needs but are all based on the 
safe and efficient care of the patient. The American Hospital Associa- 
tion, the American College of Surgeons, the American Medical Association, 
the Catholic Hospital Association, the Protestant Hospital Association, 
the Methodist Hospital Association, as well as other national and local 
organizations of an allied nature are doing their very best to raise the 
whole level of institutional care and they have succeeded beyond their 
most sanguine expectations. The first survey of hospitals made by the 
American College of Surgeons in 1918 found only 89 hospitals in the 
United States and Canada meeting the requirements for safe and efficient 
care of the patient. In 1934 some 2,480 hospitals were conscientiously 
endeavoring to carry out the requirements. In every phase of hospital 
service in those institutions which responded to the opportunity has 
there been vast improvement as reflected particularly in two indexes: 

First: The reduced average period of hospitalization from 24 or 

30 days to 12 or less. 

Second: The reduction of the average death rate from 9 or 10 per 

100, to 3 or 4 and less. 

In such improved results we are not unmindful of the increasing skill 
of physicians, surgeons, and others in their work, but even with all their 
skill they could not have accomplished so much without a proper work- 
shop as offered by the modern hospital. 


Many hospitals now exist which ethically and professionally have no 
right to existence. They must be better controlled. Their origin is not 
always based on actual community needs, but frequently is prompted by 
mercenary desires, spite, prejudice, or irregular practices. Hospitals should 
only come into existence and continue to function when there is a com- 
munity need for them, as evidenced through careful study. No hospital 
should be allowed to come into existence incidentally. The granting 
of a charter to a hospital should not be a mere office routine per- 
formed by the secretary of state or other official or regularly 
constituted body. Rather, it is a serious matter, for it deals with 
actual life and death. The matter of sanitation and fire hazards, while 
important, is by no means the whole consideration. More impor- 
tant are the type of control of the hospital, the professional and other 
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services, the facilities, and the more intangible element, that is, the real 
spirit behind the institution, all of which must strengthen the assurance 
of good care to the patient. At present, unfortunately, these major con- 
siderations are only a small part of what should be required. Inas- 
much as institutional care must be a needed, worthy service to the com- 
munity, the granting of a charter to a hospital to operate and the licens- 
ing of the institution from year to year should be based on proper stand- 
ards which have for their ultimate aim the right care of the patient 
rather than mercenary, prejudicial, irregular, or other reasons. 


The writer has just made a careful study of 40 states and 10 cities 
relative to licensing standards and procedures. The following is a brief 
summary of findings: 


Of the 40 states in the Union answering the inquiry as to requirements 
made for licensing of hospitals, only 3 were found to require licensing of 
all hospitals, Connecticut, Colorado, and Oregon. Twenty admitted 
that they have no requirements that a hospital be licensed for establish- 
ment and operation. Two states, Georgia and Massachusetts, require a 
license of maternity and mental institutions. Other hospitals need no 
license. Nine states have a license requirement for maternity institu- 
tions only, three of these states being Illinois, Indiana, and Wisconsin. 
No license is necessary in any of these states for the maintenance of gen- 
eral hospitals. Only those which have maternity wards and the hospitals 
which care for maternity cases exclusively are obliged to have a license. 
Kansas does not require that general hospitals be licensed nor maternity 
institutions either. This state has a law applying to mental hospitals only. 


Although the overwhelming majority of states do not license hospitals 
at all, it was found that several of the larger cities have municipal regu- 
lations. New York City requires that all proprietary hospitals and sana- 
toria be licensed. The city of Detroit requires a license of all hospitals 
caring for tuberculosis patients. San Francisco has an ordinance regulat- 
ing the establishment and maintenance of hospitals, and Los Angeles also 
makes it obligatory that every hospital within the municipality secure a 
permit from the local health department. The city governments of St. 
Paul and Chicago have promulgated what are perhaps the most complete 
minimum requirements for the licensing of hospitals. 

The hospitals of St. Paul before being licensed must conform to proper 
sanitary conditions, fire regulations, requirements for adequate housing, 
sterilization, maintenance of food and supplies, and must keep records 
and reports. 

The local ordinance in Chicago pertaining to hospitals makes specific 
requirements as to location, sanitary and fire regulations, provision for 
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the care of contagious diseases, calls for the maintenance of a hospital 
building board under the commissioner of health. Each institution is 
supposed to keep complete records, and the ordinance requires that every 
hospital make a monthly report to the commissioner of health. 


The state which appears to have formulated the most thorough of 
minimum requirements for the maintenance and operation of hospitals 
is Connecticut. In that state each hospital is licensed annually and is 
supposed to meet certain definite requirements as to building and equip- 
ment, medical staff, records, nursing, laboratory equipment, and operat- 
ing rooms. 

In the main, however, those states and municipalities which do require 
that their hospitals be licensed do not make adequate requirements for 
the securing of that license. In many instances, all that is necessary is 
the payment of an annual fee. Where regulations are stated, in most 
cases, they have to do with fire and safety precautions. In the event 
that specific requirements are promulgated, it is obvious that those pro- 
visions are not adequate to assure that hospitals are meeting the proper 
standards. For instance, in Colorado, one of the three states which re- 
quires licensing of all hospitals, the regulations of the State Board of 
Health with which the hospitals must comply have to do mainly with 
conditions of the building, fire hazards, and safety regulations, although 
provision is made for inspection of operating rooms, laboratories, kitchens, 
and nursing service. Oregon, which also maintains that it requires licens- 
ing of all hospitals, is not so specific in its provisions. To quote directly 
from the ordinance of the city of Portland: ‘‘AIl hospitals shall be main- 
tained in a clean and sanitary manner under the direction of the Health 
Officer of the city of Portland.” No elaboration is made of those sani- 
tary requirements. 

State and city health officials are cognizant of the unsatisfactory situa- 
tion which exists almost universally and deplore the lack of requirements 
and regulations. The Commissioner of Health of Seattle, submitted a copy 
of an ordinance passed in 1909 which had to do with regulating the loca- 
tion and maintenance of private hospitals. He commented as follows: 
“This ordinance is practically obsolete and very seldom enforced.” 

Such is the situation in other localities where attempts were once made 
to regulate hospitals, but the politically-made ordinances, even though 
they might have been well meant at the time, are usually forgotten and 
left to repose peacefully and undisturbed among other antiquated and 
dust-covered statutes. 

Eight states in the Union did not answer the inquiry as to licensing 
of hospitals. Actually, I should prefer to believe that their silence was 
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due to pressure of work, oversight, negligence, or even unfeigned indif- 
ference. Unfortunately, however, I have cause to believe otherwise. The 
letter of inquiry sent to the secretary of state of Mississippi was for- 
warded by that official to the Mississippi State Board of Health which 
because it had no knowledge of licensing of hospitals was obliged to refer 
the letter to the Mississippi State Hospital Association. The secretary 
of that organization has stated the situation very frankly in the closing 
paragraph of his letter: ‘So far as I know there is no system of licensing 
hospitals by the state or by counties. At least some of the cities require 
a license. For instance, the Vicksburg Sanitarium pays a license fee of 
$25.00 per year. I do not suppose that there is any central point of in- 
formation as to which cities require a license and the amounts. It might 
be well for us as a hospital association to get some information on this.” 

Yes, it might be well for the hospital associations in every state to get 
some information on this subject. The summary of findings as just pre- 
sented to you may not be exactly accurate. If governmental and hos- 
pital officials do not know how licensing is carried on, it is obviously im- 
possible to make an accurate survey of that procedure. But one benefit 
has already resulted from this survey. It has made a number of hospital 
people cognizant of their utter ignorance and carelessness concerning the 
control and regulation of their own institutions. 

And now, having laid this matter before you what should be done? I 
submit to you the following recommendations: 


1. No hospital should be permitted by the state or local authorities 
to come into existence before giving proof of: 

a. Adequate need for such an institution in the community con- 
cerned. 

b. Approved physical facilities including standard equipment of 
such type and amount as needed in such a community. 

c. Desire to conform to proper ethical and professional stand- 
ards in the conduct of such an institution. 

2. All institutions caring for the sick should be licensed annually 
through the local government, more particularly the health department 
or commissioner of health. The ordinance for licensing should em- 
brace the following considerations: 

a. An adequate physical plant, sanitary and free from fire or 
other hazards, and equipped for the comfort and scientific care of 
the patient. 

b. Clearly stated constitution, by-laws, rules and regulations set- 
ting forth organization, qualifications, duties, responsibilities, and 
relations of professional and lay personnel connected with the in- 
stitution. 
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c. A carefully selected responsible governing or controlling body, 
having complete and supreme authority for the management and 
operation of the institution. 

d. A competent, well trained, and well educated superintendent 
or person in charge with authority and responsibility to carry out 
the policies of the institution as laid down by the controlling body. 

e. An adequate number of efficient personnel under competent 
supervision to render the necessary care of the patient. 

f. An organized medical staff of ethical, competent physicians 
for the care of the patient and the directing of the professional poli- 
cies of the institution. 

g. Adequate laboratory, X-ray, and other facilities as indicated 
by the community needs and all under competent medical super- 
vision. 

h. Accurate and complete medical and other records filed in an 
acceptable manner for reference, study, research, or other purposes. 

i. Conferences of the medical staff to review the professional 
work at regular intervals with special consideration of deaths, un- 
improved cases, complications, or other work not up to the standard. 

j. Evidence of humanitarian spirit in which the best care of the 
patient is always the primary consideration. 

These are reasonable requirements, and actually are minimal and basic 
if the safe and efficient institutional care of the patient is to be considered. 


Conclusion 

Some of you may think that I have advocated the ideal, perhaps too 
ideal. But no situation can be too ideal when dealing with life and 
death. If we are to hold more truly to our real purpose in the work of 
human salvage, then political licensing must be supplemented by scien- 
tific licensing. If unethical, needless, and irregular institutions are to be 
eliminated, if commercial enterprises which are permitted to advertise 
themselves as hospitals and which are hopelessly below the present day 
standard of service are to be forever eradicated, then the medical and 
hospital professions must take the lead in educating their communities as 
to proper licensing. From the responses made to the inquiry on licens- 
ing of hospitals, it is evident that reform is necessary in every state and 
community in the nation. Higher standards must be formulated and en- 
forced which means that the cooperation of commissioners of health and 
other properly constituted governmental authorities must be secured in 
order that hospital service may be maintained on the highest possible 
plane of scientific efficiency. Then and only then will we be able to 


assure every man, woman, and child regardless of race, creed, or color, 
adequate and efficient hospital care to which they are rightfully entitled. 
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The Advisory Board for Medical 
Specialties and Its Relationship 
to the Hospitals 
By G. HARVEY AGNEW, M.D. 


Secy., Dept. of Hospital Service, Canadian Medical Association, 
Toronto, Ontario 


HE LAST FEW DECADES have witnessed two widespread developments 

in our campaign against disease. One has been the tremendous 

increase in the number of hospitals and the other has been the 
strong tendency to divide the field of medicine into more or less clearly 
defined specialties. Of the problems thus created, one to which the 
medical profession is giving increasing thought at the present time is that 
of setting up standards by which to evaluate the ability of its members 
to practice as specialists. Naturally the hospitals are vitally concerned in 
the progress of such effort, inasmuch as many specialties are now practiced 
largely and sometimes almost entirely within hospitals, and hospital ad- 
ministrators are frequently placed in an embarrassing predicament be- 
cause of their doubts concerning the ability of the individual to perform 
specialty procedures. 

For some years there has been a number of specialty examining or 
certifying “Boards” which have granted certificates of membership to 
those giving satisfactory evidence of qualifications in those particular 
specialties. These Boards have been very beneficial in that they have 
exercised some restraint upon the indiscriminate posing as “specialists” of 
those not properly qualified. However, there has been some lack of 
uniformity in the requirements—some Boards have had much more rigid 
standards than others—and there has been obvious need for greater co- 
ordination of activity. In 1933 the Council on Medical Education and 
Hospitals of the American Medical Association was asked to formulate 
standards based upon those of certain existing specialty Boards of high 
standing, and to recognize present or future Boards which would meet 
these standards. These essential standards were adopted simultaneously 
by the Council and the Advisory Board in June, 1934, and ratified shortly 
thereafter by the House of Delegates of the American Medical Association. 
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Joint Board Set Up 


To more effectually achieve this coordination and to associate the de- 
velopment with other organizations interested in graduate medical educa- 
tion and training, it was decided to set up an Advisory Board for 
Medical Specialties. This Advisory Board was formally constituted on 
February the 11th, 1934, and the following organizations made up the 
original members: The Association of American Medical Colleges; The 
American Hospital Association; the Federation of State Medical Boards 
of the U. S. A.; The National Board of Medical Examiners; The American 
Board of Ophthalmology; The American Board of Otolaryngology; The 
American Board of Obstetrics and Gynecology; and The American Board 
of Dermatology and Syphilology. Since this organization meeting there 
have been added to the Advisory Board the American Board of Pediatrics, 
The American Board of Psychiatry and Neurology and The American 
Board of Radiology. As Boards in other specialties, recognized by this 
Advisory Board, become properly organized and approved, they also 
may be elected to membership in this joint body. The Advisory Board 
has been exceedingly fortunate in having as President, Dr. Louis B. 
Wilson of Rochester, Minn., and as Secretary, Dr. Paul Titus of Pitts- 
burgh, Pa. Each member organization has two representatives on the 
Advisory Board, those representing the American Hospital Association 
being Dr. Robin C. Buerki and Dr. G. Harvey Agnew. 


The primary purpose of this Board is to ‘‘act in an advisory capacity to 
such organizations as may seek its advice concerning the coordination of 
the education and certification of medical specialists” (Constitution, 
Article II). One of the first duties, as outlined by Dr. J. S. Rodman in 
his address at the Philadelphia meeting of the American Hospital Associa- 
tion, has been ‘to decide upon the fitness of other specialty boards, as 
they are organized, to really represent their given specialty, as well as the 
probable fitness of its personnel to conduct qualifying examinations.”* 
The cooperation of the national and state medical boards of examiners 
indicates a close linking up with licensing bodies—a desirable feature; 
the participation of the colleges links up the movement with education; 
the backing of the American Medical Association gives the endorsation 
of organized medicine and the inclusion on the Board of the leading 
hospital organization provides a much desired link with the hospital field. 
The Josiah Macy, Jr. Foundation of New York City has supported this 
Advisory Board by generous grants, thus indicating its recognition and 
approval of this work as an educational movement. 





*Rodman, John S., “The Advisory Board on Medical Specialties.” Transac- 
tions of the American Hospital Association, Vol. XXXVI, 1934, pp. 536-539, 


[44] July, 1935 














THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


Relationship to Hospitals 


To what extent are our hospitals concerned with the setting up of this 
Advisory Board? Needless to say, any development which will raise still 
higher the standards of medical practice and which will advance to that 
extent the health of the people meets with the hearty approval of our 
hospitals. After all both the medical and the hospital fields have the 
same objective—the healing of the sick. But the hospitals are interested 
also from a very practical angle. At almost every hospital convention 
the perennial question reappears, usually at a round table discussion, 
“How can a hospital and its medical staff control the practice of major 
surgery and other specialty procedures?” This may not be a difficult 
matter in large highly organized institutions, but it is a real and a serious 
problem in smaller institutions many of which are operated on a semi- 
open or wide-open basis, and the setting up of this Advisory Board should 
help to clarify this situation. 

Some yardstick of approval is needed. The holding of post-graduate or 
honorary degrees, indicating special training or ability in certain fields, 
has been of real help and the certificate of a Board in one of the specialties 
has provided a much needed basis for adjudging the ability of the in- 
dividual to undertake various responsibilities. However, the Boards, act- 
ing separately and apart, have frequently found progress slow in 
obtaining recognition from hospitals and the medical profession as a 
whole. Also the general public has been exceedingly slow in demanding 
certification of those who would provide them with specialty services. 
It would be anticipated that with the establishment of this Advisory 
Board there would be a definite stimulus to the wider recognition of 
specialty certification on the part of the profession, the hospitals and the 
public. Already all existing Boards have applied for membership. Sev- 
eral have tightened up their qualifications, and some have been accepted. 
It would seem to be a reasonable anticipation that before many years every 
medical graduate desiring to practice a specialty would make every effort 
to obtain what should be a sine qua non certification by his specialty 
board.* 

How Can the Hospitals Cooperate? 


The American Hospital Association was invited to join the Advisory 
Board early in its formative stage for it was recognized that the hospitals 





*Members of the medical profession in Canada are in a somewhat different 
situation. In addition to, or as an alternative for, certification in one of the 
specialty Boards, or the holding of one of the American fellowships, an un- 
excelled and much favored criterion of ability is provided by the holding of the 
Fellowship (F.R.C.S.) of the Royal College of Surgeons of England, of Edin- 
burgh, of Ireland, or of Canada, or the corresponding degrees in Medicine, 
M.R.C.P. or F.R.C.P. (Can.). Plans are now being developed for the certifica- 
tion and licensiny of specialists. 


July, 1935 [45] 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


would naturally play an important part in the future program of this 
movement. Our hospitals can cooperate in two ways particularly: 


(1) The Training of Specialists 


Without the practical training afforded by residencies in hospitals, the 
training of specialists would be greatly handicapped. The Council on 
Medical Education and Hospitals of the American Medical Association 
has approved a fair number of residencies in various special fields, but 
there is little doubt but that, as the taking of a specialty Board examina- 
tion becomes the recognized practice for specialists, there will be a 
demand for still more approved residencies to provide the required train- 
ing. According to the Essentials for an Approved Special Examining 
Board, each applicant must be a graduate of a recognized medical school, 
have had at least one year’s internship in an approved hospital and (by 
January 1, 1938) have had in addition “not less than three years in 
clinics, dispensaries, hospitals or laboratories recognized by the same 
Council as competent to provide a satisfactory training in the special field 
of study.” Each Specialty Board is engaged at the present moment in 
making a survey, for publication, of graduate training facilities, including 
special internships and residencies meeting with the approval of these 
Boards and the A.M.A. in the hospitals of the United States. 

This period of specialized preparation should include (a) intensive 
graduate training in anatomy, physiology, pathology, and the other basic 
medical sciences, which are necessary to the proper understanding of the 
specialty in question; (b) an active experience of not less than eighteen 
months in hospital clinics, dispensaries and diagnostic laboratories recog- 
nized by the Council as competent in the specialty; and (c) examination 
in the basic medical sciences of a specialty as well as in the clinical 
laboratory and public health aspects. An additional period of two years 
of study and/or practice is required before examinations may be taken. 


From the foregoing it will be apparent that our hospitals could do a 
great deal to develop more extensive and still better residencies. In some 
instances this might mean additional organization, more equipment and 
a somewhat higher cost because of some increase in staff and the necessity 
of developing educational facilities in the hospital and perhaps in co- 
operation with nearby medical schools. This, however, would not neces- 
sarily be so, for simple readjustments of intern schedules and senior 
appointments might suffice. Under any circumstance any additional cost 
should be compensated for by the better service provided, the greater 
scientific atmosphere in the hospital and the obvious contribution which 
such action would make towards the public welfare. 
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(2) Specialty Qualification for Staff Appointment 


The other way in which hospitals could assist the development of these 
standards is in respect to staff appointments. At the present time hos- 
pitals have no general standard of qualification, the attainment of which 
is necessary to become eligible for staff appointment in a specialty or to 
become a chief of service. It is very doubtful if any rigid basis of 
qualification could ever be worked out to the satisfaction of all parties, 
and the basis of qualification for a closed teaching hospital would be 
vastly different from that of a rural hospital where all local doctors are 
usually eligible to undertake whatever they feel competent or compelled 
to do. However, in all large hospitals and in those of moderate size in 
communities where there are specialists, it would be distinctly in the 
interests of the public, the hospital and the profession if it were required 
that all heads of specialty services have their specialty board certificate. 
As an example of how this would be a protection to the hospitals it would 
be possible for the hospital, when pressure would be brought to bear on 
it from a philanthropic benefactor who would urge the appointment of 
some favorite but perhaps incapable doctor to the staff, to point out that 
the doctor in question would be eligible for appointment if certified by 
his specialty Board, but apparently would be unqualified for the appoint- 
ment by not having such certification.* 

As Boards have not yet been set up and approved for general surgery 
and internal medicine, this requirement could apply at the present time to 
the departments of ophthalmology, otolaryngology, obstetrics, gynecology, 
dermatology (and syphilology), pediatrics, psychiatry and neurology, and 
radiology. Whether or not all, or all but very junior, appointments should 
carry the same requirement could be determined by each individual hos- 
pital in consultation with its medical staff. Such action on the part of 
the hospitals would give a tremendous impetus to this worthy movement. 





*At the March, 1935, meeting of the Council on Community Relations and 
Administrative Practice it was recommended to the Board of Trustees of the 
A.A? 

1. That there be prepared and made available to hospitals explanatory litera- 
ture concerning the objects and purposes of the Advisory Board on Medical 
Specialties ; 

2. That all hospitals with departmentalized medical services be requested to 
give serious consideration to the advisability of requiring future appointees to 
the chieftainship of specialty services (and to such other appointments as may 
be considered advisable) to hold the certificate of that particular specialty 
board; and 

3. Moreover, that such hospitals be asked to consider, when appointing young 
doctors to junior staff positions, whether or not their earlier post-graduate 
preparation has been such as to render them eligible after due experience to 
apply for examination by one of the specialty boards. 
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The Problem of Caring for the 


Community Sick 


By F. G. CARTER, M.D., 
Superintendent, Ancker Hospital, Saint Paul, Minn. 


N ASSIGNING this topic and asking me to discuss it, your Program 

Committee has been most generous. I feel toward this task much 

as Columbus must have felt toward his memorable voyage. When 
he started out he didn’t know where he was going, when he arrived he 
didn’t know where he was and when he returned home he didn’t know 
where he had been. His report to Isabella must have been about as 
enlightening as mine will be to you on the care of the community sick. 
I know very few of the answers to the questions that may arise on this 
subject, but I shall try to point out a few facts that may be worthy 
of consideration. 

The use of the term “problem” in the assignment carries with it an 
implication that present methods of caring for the sick of the commu- 
nity are not the complete answer to the needs of the situation, and most 
everybody who has given the matter any consideration seems to be in 
accord with this thought. There exists in the minds of all of us a cer- 
tain amount of dissatisfaction with present and past methods and an 
even greater amount of uncertainty as to the proper ways of dealing 
with this question in the future. The many volumes that have been 
written on the subject and the numerous discussions that have taken 
place and are taking place serve to emphasize the widespread nature of 
these dissatisfactions and uncertainties. 

When doctors, nurses and other health workers are finding it difficult 
to make a living, when hospitals are hard put to keep their doors open 
because of lack of patronage, and when thousands of people are suffer- 
ing but unable to use the services and facilities that have been developed 
for their benefit, we can safely assume that something is wrong. Where 
needs exist and the things that satisfy those needs are available and wait- 
ing to be used to capacity before further developments are attempted, it 
does seem strange that the two cannot be adjusted in some way for the 
benefit of both. 

A discussion of the problem or problems suggested by these comments 
is the task that has been assigned to me on this program. 


Read before the Minnesota Hospital Association, Duluth, June 21 
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There doesn’t seem to be much complaint about the type of medical 
care that is being offered to the sick. The matter of medical practice 
itself, the actual technique of examining, prescribing for and treating 
patients presents no particular problem at this time. Improvements are 
constantly being made and changes are constantly taking place in the 
methods of medicine but this always has been and always will be char- 
acteristic of the individualized practice of medicine and is a cause for 
rejoicing rather than a cause for alarm. Hospitals may have their faults, 
but in general the adaptations which they have made to the medical 
needs of the communities they serve have been considered quite satisfac- 
tory. From the standpoint of quality of service they do not represent a 
source of contention or strife or argument and people who have occasion 
to use them seem well pleased with the way they operate. There are 
no general, nation-wide complaints about the way the nursing profession 
is handling its job. The expressions of dissatisfaction that come to our 
ears have reference not so much to what we do and how we do it but 
to what we do not do. Our sins of omission rather than our sins of 
commission are the point in dispute. Our services are not widely enough 
available. 

We do not have to go far to find the reason for this. It costs money 
to operate all of these health facilities. The grocer, the coal dealer, the 
public utility and all of the others who furnish goods or services are 
just as insistent that their bills be paid as they are in the case of the 
private citizen or any business enterprise. To meet these obligations 
money must come from somewhere, and so hospitals, doctors and nurses 
must charge for their services and must limit the application of their 
services for the most part to those who can pay them. As a result many 
must forego the benefits of good medical care. The answer to the ques- 
tion of how medical care is to be made more widely available will be 
found when we discover ways and means of financing it. A search for 
the answer along any other line represents just so much time wasted. 

On February 14th, 1911, an editorial writer of the Kansas City Star 
had a thought on this subject and he wrote as follows: 

“Citizens pay taxes for the maintenance of public schools and parks 
and boulevards according to their possessions, and use them according to 
their needs and inclinations. The burdens are equitably distributed, 
rightfully falling most heavily on those who have most, and most lightly 
on those who have least, to the end that all, rich or poor, may have the 
same advantages in the use of the schools or the parks so far as they may 
choose to take advantage of these public blessings. 

“Now if a city makes such provision for the education of its children 
and the recreation of the public, should it not, in the name of humanity 
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and sound municipal and social economy, provide similarly for the much 
more pressing and distressing needs of medical and surgical attention. 
Schools are a matter of intellectual development; parks are a matter of 
physical development and the enjoyment of life; the treatment of ills is 
a matter of life itself,—the most vital concern of the human family. 

“A city hospital should be the proudest possession of a big, prosperous 
municipality. It cannot be that unless it is available, without humilia- 
tion, to every one who chooses to use it,—as available as the public schools 
and as free from prejudice.” 


This editorial, printed twenty-four years ago, might just as well have 
appeared in a Huey Long controlled paper of today under a title changed 
to read ‘“‘Share the Health.” It represents one of the stock arguments of 
those who advocate the socialization of medicine which contemplates 
placing all of those individuals who have to do with the problems of 
health on salaries and all of the institutions on tax fund subsidies, serv - 
ices to be free to all who ask for them. There are many who support 
this idea of financing a more widely available medical service. In this 
connection I should like to raise one question and that is, who is going 
to furnish the services? 


We have in the United States today approximately 161,000 physicians 
serving a population of about 125,000,000 people. Put these physicians 
to work doing periodic health examinations twice each year on each in- 
dividual in the nation. Let them spend one hour on each examination, 
a total of two hours per year per individual. How much of the time of 
the 161,000 physicians would be consumed? Working six hours per day, 
which is a long day for exacting work of this nature, and five and one- 
half days per week, this job alone would require forty-seven weeks to 
complete, leaving five weeks for vacation and study. The holidays 
haven’t been mentioned and the problems of the sick and injured haven’t 
been touched. Furthermore I haven’t said a word about the total inade- 
quacy of the time allotted for each periodic health examination. It is 
perhaps true that every individual would not take advantage of the serv- 
ice offered but I wouldn’t depend on that in this country wherever or 
whenever anything is offered free. 


Now let us have our 70,000 dentists give a one hour dental prophylac- 
tic treatment every six months to each of these 125,000,000 people and 
see what happens. Working similar hours they wouldn’t make much of 
an impression on their job since it would take them one hundred eight 
weeks or two years and four weeks to complete it. This represents the 
type of work which consumes only a small portion of the time of our 
dentists. 
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There were in 1930 approximately 118,000 trained and registered pri- 
vate duty nurses in the United States and 150,000 untrained nurses who 
performed services for fees. In addition there were approximately 77,000 
graduate nurses and 80,000 student nurses in hospital service. The total 
number of nurses of all kinds amounted to 425,000. According to the 
last report of the American Medical Association on hospital service, the 
average census for all hospitals for 1934 was 830,098 patients. If we 
were to place our nurses on the eight-hour day and have them work five 
and one-half days per week and maintain at all times a fixed ratio of 
one nurse to three patients, 1,056,487 nurses would be necessary to take 
care of hospital needs alone, to say nothing of the needs of the public 
health and private duty fields. With free services these figures would be 
multiplied perhaps two or three times. 


My assumptions as to the utilization of services are of course a bit over- 
drawn. They represent maximums rather than averages but they serve 
without further elaboration to justify my query as to who will furnish 
the services in a sudden regime of completely socialized medicine. Right 
or wrong, costs long have served as a dam to the potential flood of medi- 
cal care. If this barrier is released suddenly such medical resources as 
we have will be completely inundated and rendered useless with the re- 
sult that there won’t be any medical care worthy of the name for any- 
body. The precipitation of a program of wide utilization of medical 
service on any basis I fear would find us quite unprepared to take care 
of the situation. The framework may be developed but when that has 
been accomplished, the substance will have disappeared. 


We must remember, however, that there was a time when schools -were 
privately owned and operated and only those who could bear the ex- 
pense were formally educated. The public, sensing the values of educa- 
tion, both from the individual and collective standpoints, demanded that 
the benefits of education be made available to all and that the expense 
be shared by all according to their means. The public school system of 
today is the result and comparatively few private schools remain. 


Within the memory of living generations roads were in many instances 
privately owned and operated for profit, and only those who could pay 
tolls were permitted to use them. Their value in national development 
and their importance to the individual created demands for more roads, 
better roads and cheaper roads and today they are free to all who wish 
to use them, the expense being borne by all in proportion to their means. 
Private enterprise could not meet demands and the governmental influ- 
ence was soon felt. Toll bridges are similarly in the process of disap- 
pearing. 


July, 1935 [51] 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


The same trends have been at work in the health field for genera- 
tions. Where private resources have failed to finance and provide for 
health needs the government has had to do the jobs which the public in- 
sistently demanded be done. Certain types of indigent sick were not 
provided for and the various units of government were forced to respond 
by building hospitals to care for them. They also employed physicians 
to look after the needy in their homes. The funds for combating gen- 
eral health menaces have never been subscribed to very generously from 
private resources except in a few noteworthy instances, with the result 
that the various governmental agencies have been forced to take over 
practically the whole field of public health. Nearly all of the contagious 
hospitals of the country are tax supported, for the reason that no one 
seemed to want to have anything to do with contagious diseases. Lepers 
are cared for largely at government expense. The treatment of tubercu- 
losis has similarly been abandoned to governmental agencies. The vast 
majority of insane cases is cared for under federal, state or local auspices. 
Of late governmental participation has been increasing rather rapidly as 
evidenced by the multiplication and expansion of university and city and 
county hospitals to serve those suffering from all types of disease. The 
Veterans’ Hospital program was the straw that broke the camel’s back, 
bringing nation-wide protests against further intrusions of the govern- 
ment into the field of medical service. 


These references point clearly to the long time paternalistic trends of 
the government in the care of the sick and indicate unmistakably the 
nature of the program that may be anticipated if those who are inter- 
ested in preserving the voluntary hospitals and the private practice of 
medicine do not offer constructive plans for meeting the needs repre- 
sented by medical care. Experience should have taught us by this time 
that important needs which are not taken care of by private enterprises 
will most certainly be met eventually by one branch or another of the 
government in response to the public demand. 


As believers in the freedom of the individual and in the principles 
which have made America what it is, none of us can subscribe to a pro- 
gram of universal tax-supported medical care, yet we are confronted 
with a situation which must eventually yield to that type of treatment if 
something isn’t done about it. 


The average citizen probably has as much or more money which could 
be applied to payments for medical services as he had twenty years ago, 
but unfortunately medical bills are not what they were twenty years 
ago and the spending habits of the average citizen have undergone 
equally revolutionary changes. The methods of medicine have become 
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far more elaborate and costly refinements have accompanied improve- 
ments that have taken place. The doctor has abandoned the office in his 
residence to occupy a separate office, thereby increasing his overhead and 
the costs of attending to the needs of his patients. The bedridden patient 
who formerly was cared for in his home now goes to the hospital for 
care, thereby adding substantially to the expense of illness. All of these 
things are desirable and are in keeping with the general improvements 
that have taken place in living and working standards, but the capacity 
of the patient to pay has not increased in proportion to mounting costs 
and mounting desires. 

The capacity of the individual for wanting things has gone on to pro- 
portions that were not dreamed of twenty years ago. His appetite for 
commodities and services that contribute to the enjoyment of leisure and 
living knows no bounds and those who deal in these things work early 
and late to stimulate that appetite, to produce the commodities and serv- 
ices that satisfy it and to devise methods for bringing these two elements 
together. The buying power of the average individual is so diluted by 
the demands made upon it that there isn’t enough to go around. In the 
world markets of today what chance has a service so prosaic as good 
medical care against dental film removers, antidotes for halitosis, and 
preparations that produce red finger nails? We are in competition with 
business and industry for the financial favor of the people and yet we 
make little effort to divert a fair and equitable share of the national ex- 
penditures into channels which provide care for the sick. If ways of 
financing everything else under the sun can be developed, why cannot 
the sale of medical services be as successfully financed? In these days 
the manufacturer of better mouse traps in his lonely cabin will see noth- 
ing but the scenery and hear nothing but the whippoorwills if he 
doesn’t build a flood lighted, well marked highway to his door and give 
out souvenir booklets containing the latest pointers on contract bridge 
to his customers. Somehow or other good medical care in all of its phases 
must be made to have the same appealing lure, the soft spoken promises 
and the come hither blandishments of tooth pastes, gasolines and cigarettes 
before it may hope to command its share of the expenditures of the 
nation. 

But first of all we must make it possible for the rank and file of peo- 
ple to avail themselves of the benefits of good medical care. We don’t do 
this by sitting idly by waiting for something to happen, nor can we do 
it by setting up schemes and expecting them to work automaticaliy with- 
out further attention or expenditure of energy. We must formulate 
plans which will enable as many individuals as possible to finance their 
own care and then we must see to it that these plans work. 
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There isn’t much chance that indigents will be able to do much toward 
financing their care when they are sick and the treatment and hospitali- 
zation of these people has long been recognized as a proper function of 
government. For a number of years the lower income groups have 
been shifting to the facilities provided for the indigent for the reason 
that they haven’t been able to meet the costs elsewhere. It is this group 
that is causing so much concern at present because it represents a vast 
majority of the people and it is for their benefit that voluntary pre- 
payment plans are intended. These plans mutualize costs on the insur- 
ance principle of spreading risks over large groups and enable the in- 
dividual with a low income to take care of his health needs on the basis 
of average rather than actual costs. He can meet the former figures 
without hardship but the latter may consume anything from a small 
proportion of his income up to his earnings for an entire year or more. 
So far as the higher income groups are concerned there is no need of 
change from the present methods of furnishing medical care. 

Many experiments along the lines indicated have progressed far enough 
to convince many of the skeptics that we are on the right track. With 
this assurance it becomes our duty to back the program which has for 
its purpose the rehabilitation of the voluntary hospital and the private 
practice of medicine. I for one believe that the business of caring for 
the sick can be publicized and propagandized with propriety and dignity 
and I am convinced that the problem of caring for the community sick 
will not be solved to our satisfaction until we subscribe to the methods 
and spirit of the era in which we live. 


In summary, let me say that the care of the community sick is a 
problem because ways and means of financing it have not been perfected. 
There are those who advocate a solution based on support from tax 
funds and a review of the history of governmental participation in medi- 
cal care will convince the most casual student that there is a very definite 
trend in this direction. We may be assured that if private initiative and 
private resources do not offer constructive plans for making good care 
available at costs that can be met by the average citizen without undue 
hardship, the government will be called in to make the necessary adjust- 
ments. The sudden socialization of health facilities is not feasible but 
the gradual approach to this state is a distinct threat to the voluntary 
hospital system and the private practice of medicine. Under present con- 
ditions, good medical care has little chance to command its rightful share 
of the national expenditures. We must develop plans for furnishing 
care which will fit the pocketbooks of the masses in the lower income 
groups and then we must see to it that these plans are widely publicized 
and utilized. 
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Chronic Disease—A Problem in 
Philanthropy 


By E. M. BLUESTONE, M. D. 
Director, Montefiore Hospital, New York City 


MONG THE DEPENDENT GROUPS for whom the community must pro- 
A vide, either by compulsory or voluntary taxation, we find the 
patient who is suffering from chronic disease. Acute disease is 
of short duration. In most instances it is self-limited, with Nature lend- 
ing a generous hand in the cure, since most of these patients are in the 
younger age groups with greater resistive and recuperative powers. Injury, 
deformity, inflammation and new-growth play their part both in the 
acute and in the chronic forms of disease. One of the chief differences 
is in the duration of the illness, which confers a double handicap on the 
chronic patient. In the first place, he has a larger medical bill to pay 
over a prolonged period when his earning capacity is reduced to zero, and 
in the second place, he is no longer as interesting to the medical profession 
as his neighbor who is acutely sick with an illness which is of short 
duration. 

Until the era when scientific medicine came into its own, and this is a 
matter of only one or perhaps two generations, the poorhouse, the alms- 
house and the homes for incurable flourished as centers of refuge for the 
chronically ill. These were, and most of those that survive still are, iso- 
lated institutions, removed from the centers of population. Here, where 
they seemed to be in no one’s way, the community segregated its de- 
pendent chronic sick at minimum expense. No distinction was made 
between the chronic sick who could benefit by a prolonged term of hos- 
pitalization, and the purely custodial type of incurable case. Many of 
these institutions survive and may still be seen scattered throughout the 
civilized world. 

Institutions for the care of chronic diseases are, faute de mieux, sup- 
ported out of public funds. There is only one large general hospital 
devoted exclusively to the treatment of chronic disease, conducted under 
voluntary auspices, in this country. The philanthropist is interested in 
the patient suffering from acute disease and leaves the rest to the state. 
Without meaning to be disrespectful to him, it must be admitted that this 
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is good business, since the acute patient can, in most cases, be restored in 
short order to economic usefulness and is therefore a good investment. 
Moreover, the patient presents an urgent problem. It will be seen on 
closer observation, however, that while the voluntary acute general hos- 
pital, which is the philanthropist’s gift to the community, is, indeed, the 
“pacemaker” and “‘civilizer” and sets an example for the public hospital 
to follow, its benefits are conferred on a strictly limited and arbitrarily 
selected clientele. 

Cures in patients sick with acute disease often take place in a dramatic 
and sometimes in a spectacular way. With a comparatively rapid turn- 
over of acutely sick patients in whom natural forces are strongly active, 
and with a medical staff whose interest in their illness is kept in a con- 
stant state of stimulation and even excitement, there is no difficulty in 
getting the philanthropist to add special voluntary contributions to the 
money that he spends through compulsory taxation for the maintenance 
of public hospitals. This applies to both of the chief donors to the gen- 
eral hospital—the giver in money and the giver in medical service. Med- 
ical men do, indeed, consider it a privilege and derive considerable profit 
from a good hospital appointment. Most of them feel amply rewarded 
for their philanthropy in the acute general hospital by the scientific expe- 
rience and the prestige which come with the connection. The factor of 
interest is a controlling one with philanthropy generally. Government, 
on the other hand, knows better than to look a gift horse in the mouth 
and seems content to share patients with the philanthropist on an in- 
equitable basis. 

These are natural tendencies but, like many other natural tendencies, 
they should be disciplined. We have come to believe that it is of the 
essence of humanitarianism never to abandon a sick person, especially 
when there is some hope of relief. It might be well at this time to review 
the situation in our own community as an example of what might be done 
for the care of the chronic sick. With the exception of the insanities, 
pulmonary tuberculosis and late cancer, for which special provisions are 
made and which the acute general hospitals do not accept anyway, chronic 
patients must shift for themselves, unless they are willing to be cared for 
in a public institution which is, for the large part, out of sight and far 
removed from the best sources of medical help. 


II 


According to reliable reports, beds in the voluntary acute general hos- 
pitals of New York City, which means the largest number and the best 
of its hospitals, are less than three-quarters occupied throughout the year. 
This figure of occupancy has often been lower and, on rare occasions, 
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higher. It is also reliably reported that 20% of the patients who occupy 
beds in these hospitals suffer from chronic disease. It is the latter figure 
that bothers many communally-minded people who do, indeed, consider it 
excessive. According to the medical staff (and many hospital social 
service departments and welfare organizations who are harassed by the 
problem in the face of prevailing hospital policies), these 20% should 
be evacuated and delivered over to a specially constructed chronic- 
custodial public hospital in an isolated section of the city, removed from 
the sources of medical help most needed to deal with them in a scientific 
manner. 

There are, of course, degrees of urgency in dealing with the prob- 
lem of hospitalization. Thus, we have the first-aid station and the am- 
bulance. We have the acute general and the acute special hospitals. 
Urgency of the latter kind offers a plausible excuse for excluding or trans- 
ferring less obviously urgent patients from voluntary to public hospitals. 
Contrary to the thesis of an important group of social thinkers in this 
part of our country, it is healthy public policy for the voluntary acute 
general hospitals, which are not in the absolutely emergency classification, 
to give 20% of their patients suffering from chronic disease the scientific 
benefits that are available for the 80% who suffer from acute disease. 


The patient who has been admitted to the voluntary acute general, or 
special, hospital receives the best that medical science can afford. In the 
admitting room he is carefully scrutinized to determine, if possible, how 
quickly his sickness will yield to treatment and how long it will last. 
The more “interesting” the “‘case,” the greater the chances of admission. 
This is true not only in the admitting room but also in the field, where 
every ambulance surgeon learns the lesson in selection quickly. If, after 
admission, the disease is discovered to be long drawn out in its manifesta- 
tions, the patient is relegated, at the earliest moment thought to be con- 
sistent with safety, to public chronic-custodial hospitals which are ex- 
pected to possess virtues that the philanthropic general hospital cannot 
afford. When the philanthropist, working in the sphere of social service, 
advocates an isolated chronic-custodial hospital for such patients, his 
motives are understandable and, in some measure, excusable. His desire 
is to make provision for the chronic sick and retain the interest of his 
volunteer medical staff for the acute hospital. But, when the medical 
profession advocates more and more chronic-custodial hospitals, it would 
be well to weigh motives thoughtfully. If the truth must be told, their 
object is to relieve themselves of a clinical burden and a troublesome 
source of criticism, and they justify their attitude by pointing to the free 
work which they do in the wards. 
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Ill 


Some of the arguments set forth to support the public chronic-custodial 
institution are especially noteworthy. It is held that the 20‘/ of chronic 
patients in general hospitals could be treated more economically and with 
better results in an independently constructed hospital for chronic-cus- 
todial cases. From the point of view of hospital economy this theory is, 
of course, at fault, since the presence of a minority of chronic patients in 
a general hospital tends to reduce the cost of maintaining that hospital. 
It costs about one-third less to maintain chronic patients than it does to 
maintain acute patients. In any event, to use this as an argument for the 
removal of the chronic patient from his general hospital surroundings to 
an institution where he could be attached to the custodial case, away 
from the sources of scientific help, is to sacrifice the chronic patient to 
an economic theory. If you will take the existing situation in our volun- 
tary hospitals into your calculation you will find that the admission of 
chronic patients to vacant beds, wards or buildings adds comparatively 
little to the cost of upkeep. If we were faced with a demand of 100‘% 
for all of the voluntary acute hospital beds it might be fair to argue that 
the chronic patient occupies valuable hospital space in the sense that he 
is depriving an acutely sick patient of an opportunity which he must be 
given without delay. But if the problem were to exist in this manner 
(which it does not) it would have.to be met by the addition of more 
beds, sections or buildings to the general hospitals rather than by the con- 
struction of new and self-contained chronic-custodial hospitals to en- 
courage the segregation and isolation of the chronic with the custodial 
patients as a group. 

It should be emphasized at this point that the chief difference between 
the chronic patient and the acute patient is in the duration of the illness. 
The so-called custodial patient need no longer be considered sick from 
the standpoint of the acute-chronic hospital. He is in the residual stage 
of his pathological handicap and presents no urgent symptoms. The 
paralytic, who suffered a stroke some time ago and is now partially, or 
completely, helpless and requires only a sympathetic attendant to serve 
him, and only an occasional visit from his doctor, is a case in point. The 
chronic patient must be carefully differentiated from the custodial patient 
and it must be remembered that he requires all of the basic facilities that 
are provided for those who occupy beds in the acute hospitals. It is true 
that he does not require the same intensive care on the part of the staff, 
since his symptoms are comparatively non-urgent. With the exception of 
scientific interest, service for this group of patients may, indeed, be re- 
duced, with a consequent reduction of the maintenance costs of the hos- 
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pital. The investment in the buildings and equipment, and the over- 
head costs, remain essentially the same. 


We must separate out from the category of chronic disease the custodial 
type of case whose chronic condition is arrested and who has no hope of 
return to communal usefulness. Patients in this classification may safely 
be cared for in a custodial institution if they cannot be cared for in their 
homes. It is advisable that even this kind of institution be associated 
in some way with a hospital. But the chronic patient—the one who can 
benefit from intensive hospitalization over longer periods of time than 
the acute hospital permits—is far more closely related to the acute patient 
than he is to the custodial patient. Whatever may be said of the justice 
of a life sentence without the right of appeal on the custodial patient, 
it is much too early in the biology of disease to deal as severely with the 
chronic patient. Indeed no hospital should ever accept a diagnosis of in- 
curability as final. It should be willing to study the natural history of 
disease patiently in all of its phases, acute, chronic or incurable, from 
infancy to old age, under an integrated plan in which no distinction is 
made on the score of duration, except possibly in the custodial stage. If, 
as we have every right to believe, the patient’s interests come first, it is 
surely not to his advantage, nor helpful to his morale, to send him away 
to a chronic-custodial institution where he could reflect, during the 
longer time that it takes to manage his illness, on the interest that the 
community has in his welfare. Nothing in the history of public institu- 
tions in this country justifies a greater amount of optimism in any state- 
ment that might be made of the facts. 


Those who argue in favor of independent chronic-custodial institutions 
express the fear that service might be withdrawn from the chronic patient 
in a mixed hospital to provide for those whose needs are comparatively 
more urgent, but this would be natural and entirely reasonable within 
certain limits. The shifting of the staff to provide for the more urgent 
as long as the less urgent are not neglected is, indeed, an administrative 
practice common to all hospitals. Even the purely acute hospital, which 
piously declines to continue the work that it began with the chronic 
patient, in its eagerness to do good for those who suffer from acute ill- 
ness, correctly indulges in this practice. Thus, we have concentrated 
special nursing for those whose nursing needs are urgent. Every good 
nursing executive knows how to distribute her staff in the most equi- 
table way to give the greatest amount of service to all patients. Medical 
executives might take a lesson from such efficiency in management, and 
so might the public official and philanthropist. They would all have to 
remember not to deny adequate scientific facilities to people suffering 
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from sickness which depends largely on the time element for cure or im- 
provement. It is misleading to emphasize the service factor in an attempt 
to prove that the chronic patient might be neglected in a general hospital, 
while he would receive the very best of attention in a chronic-custodial 
hospital. 

It has been set forth that the addition of a custodial section to an in- 
dependent chronic hospital would reduce the total cost of its maintenance. 
This is an economic argument which holds for the cost of maintaining an 
acute hospital when it cares for a minor proportion of chronic patients. 
If we are to speak in terms of economy, it would be more profitable to 
take the interest on the proposed investment in a chronic-custodial hos- 
pital, add to it the cost of maintenance, and use the money for the subsidy 
of twice as many chronic patients in their own homes, or in the homes of 
others. 

It is claimed in some quarters that better results of treatment are ob- 
tained in an independent institution for chronic-custodial patients. It 
would be interesting to go into the history of chronic disease to deter- 
mine whether better results have ever been shown in an institution where 
the chronic patient was separated from the scientific facilities of the gen- 
eral hospital. The one institutional exception that is without a duplicate 
and therefore proves the rule is outstanding. Even there, however, the 
difficulty of maintaining a purely chronic hospital is so great, that we 
should hesitate before recommending isolation for a patient who might 
still be amenable to treatment and who might be made partially, if not 
wholly, productive with a little more patience and interest. The med- 
ical scientist would be hard put to it to name an institution in this 
country devoted to chronic disease only, in the public classification, where 
any contribution to the study of the subject worth mentioning has ever 
been made. What reason have we to believe that another independent 
chronic-custodial hospital would flourish in the social world of today? 
You cannot expect to recruit a group of super-physicians to do in an 
isolated institution for the chronic sick what the high grade visiting staff 
in the general hospital is unable or unwilling to do for them there. 


IV. 


When the acute hospital shifts its chronic patients (““dumping” is an 
extreme way of putting it) to a chronic hospital which is either volun- 
tary or public, it relies on its legal right of literally getting rid of the 
problem. But, in doing so, it sidesteps its moral obligation to solve it. 
The chronic patient is a challenge to the scientific physician and for this 
reason, if for no other, a limited number of chronic patients should be 
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retained in general hospitals so that this group may be kept under the 
eyes of the medical staff at all times. There is a disquieting parallel to 
the prevailing attitude toward chronic disease in the case of the philan- 
thropist who wants the beggar taken away from his presence because “‘he 
is breaking my heart.” ‘This is not a pleasant way of putting it, since 
the medical profession has made such notable contributions to the scheme 
of hospitalization, but it is none the less true. 

It must be kept clearly in mind that chronic disease, generally speak- 
ing, is not a specialty of medicine in the sense that surgery, gynecology 
or dermatology are. We do, indeed, doubt the motives of him who sets 


> 


himself up as a “‘specialist in chronic disease.” Chronic disease is never 
simple, pathologically speaking, and therefore requires the attention of 
the best scientific minds engaged in the practice of medicine. Every 


medical specialist deals with acute and chronic phases of illness. 
¥. 


Let us consider for a moment the underlying reasons for transferring a 
patient from the voluntary general hospital to the public chronic-cus- 
todial hospital. The major reasons for transfer are medical and economic. 
The medical reason given is that the patient requires prolonged medical 
treatment during a period when several acutely sick patients could use his 
bed to better advantage. In most instances, a chronic patient may also 
be defined as one in whom the doctor has lost interest. However, the 
matter is not stated quite so frankly and the patient is discharged or 
transferred with the excuse that his bed is needed for another patient. 
We have the testimony of the only voluntary hospital devoted solely to 
chronic disease in this city to the effect that waiting applicants, and 
their friends, clamor for admission because the general hospital in which 
they happen to be located is impatient and threatens to discharge them 
summarily. By marking him out while he still requires hospitalization, 
the medical man too often admits his inability, or unwillingness, to deal 
further with the chronic patient. (This does not apply to the custodial 
type of case about whose claim to separate institutional care there is no 
difference of opinion.) We all know that in the general hospital medical 
practice divides itself into specialties and subspecialties, according to the 
selective interest of the medical staff. These specialties are represented 
in chronic disease and they can, indeed, best be practiced scientifically 
with patients who are under control for long periods of time. 

The second major reason for the transfer of a patient from the acute 
hospital to the chronic-custodial hospital is economic. As a rule, chronic 
patients have spent most, if not all, of their savings on medical service, 
either at home or in hospitals. One large voluntary hospital for the treat- 
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ment of chronic disease reports that the income from patient-sources is 
about 2'% per cent of the cost of their maintenance and points out the 
burden that this places on philanthropy. Patients in the acute classifica- 
tion are able to contribute far more to the cost of their maintenance. 
Patients in the chronic classification are unable to maintain prolonged 
ward charges in the acute hospitals and, the economic situation being 
what it is, most, if not all, hospitals are unable to maintain chronic 
patients. Nonpayment thus becomes an additional motive for discharge, 
though it is not often stated in so many words. Viewed as an investment 
only, the acute patient offers more returns, but we should not be willing 
to let the matter rest on purely economic grounds. 

Both the medical and the economic reasons for transferring a chronic 
patient from the general to the chronic-custodial hospital are unsatis- 
factory. The best traditions of medical practice and philanthropy are 
involved in the transfer of the chronic patient at a time when he most 
needs scientific and humanitarian care. 


The presence of the chronic patient in limited numbers in the general 
hospital is important not only from the general medical point of view, 
but also from the point of view of medical education and scientific in- 
vestigation. Fundamentally, the right to prescribe involves the obligation 
to follow up. After-care for a bedridden patient can never be satis- 
factory if we are going to swap horses in mid-stream. The medical 
student or the research worker need not be made to guess the remote 
results of treatment if the hospital will keep a limited number of chronic 
patients, and will not classify them too arbitrarily on the basis of the 
duration of their illness. 

As the span of life grows longer and, as preventive and curative 
medicine progress, the practitioner will be more and more concerned with 
chronic disease. A large share of his practice is in this field now. Yet, 
it is a common experience for the medical teacher to lose himself in the 
discussion of a rare disease when such patients come into the clinic, while 
there is slight evidence to show that he will exhibit any enthusiasm for 
the chronic patient who, indeed, presents pedagogic possibilities of untold 
value. 

VI. 

We need not take an extremist view of the subject. It is easy enough 
to indulge in sentimental arguments for the “forgotten patient.” There 
are, indeed, chronic patients and chronic patients. Definitions must be 
made carefully, with several objectives in view. The encouragement of 
selective interest in various manifestations of chronic disease on the part 
of the medical staff is one clue to the solution of the problem provided, 
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however, that the chronic patient will be kept before their eyes and not 
isolated. The experience and prestige of a hospital connection are related 
to the better acute general hospitals only. Another clue and one that 
will neutralize, in a large measure, the medical reason for transferring a 
chronic patient, is, therefore, a salaried visiting and resident staff. You 
never saw a physician turn away a paying patient suffering from chronic 
disease either in his office or in the private section of the general hospital. 

There is, furthermore, an unfortunate tendency on the part of govern- 
ment generally to draw away from voluntary institutions, at a time when 
philanthropy cannot maintain their support, and at a time when public 
funds seem to be available for all other social purposes. It would require 
much less financially to subsidize voluntary general hospitals to take care 
of a limited number of chronic patients, and thus overcome the economic 
reason for transferring them, than to maintain these patients in an in- 
dependent chronic-custodial hospital. 

In one important statement on the subject made in recent years it is 
written that the majority of the chronic sick are “shuttled from pillar 
to post without any attempt for constructive care or rehabilitation and 
it is a common experience for a patient to receive treatment first in a 
private general hospital, then to try a period of home care, return to the 
same hospital, be transferred to Bellevue, again be transferred to City 
Hospital and finally end up in Neurological Hospital.” The solution of 
the problem depends in the final analysis, on unified and continuous social 
and medical responsibility. 

It is universally admitted that the chronic patient, in his fluctuating 
variations between the ambulatory and the bedridden state, and in his 
susceptibility to complicating or intercurrent acute disease, needs all of 
the facilities of the general hospital, plus those special facilities, like 
physical therapy and occupational therapy, which are particularly useful in 
the management of chronic disease. It would be rushing into an enter- 
prise because of overemphasis of a minor point if we were to create special 
chronic-custodial hospitals because the acute hospitals lack these facilities. 
It would, indeed, be more economical to create these facilities in the acute 
general hospital, where they might also do some good for the acute 
patient, than to start from the bottom and create all of the facilities of 
the general hospital in a chronic-custodial institution. 

General hospitals should retain a limited number of patients suffering 
from chronic disease in their wards and the present number of these 
patients which is, roughly, 20%, should not be considered excessive. In 
a situation where hospital beds are fully occupied in a community, addi- 
tional construction should be considered as additions to general hospitals 
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rather than for the creation of independent chronic-custodial institutions 
iocated at a distance. Selective interest in groups of chronic cases by 
the medical staff should be encouraged. Government subsidies for the 
home care of eligible custodial and some chronic patients are highly desir- 
able. Government subsidies to voluntary general hospitals for the care 
of a limited number of chronic patients is likewise highly desirable. The 
demand of the medical profession to be paid for hospital service is, in 
most cases, fully justified. Chronic medicine should be integrated with 
acute medicine rather than with custodial medicine and the natural his- 
tory of disease should be studied in all of its phases in one institution 
under a unified medical and social plan which is continuous in maintain- 





ing responsibility. 
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Elizabeth Minahan, for twenty-one years superintendent of the Wilhen- 
ford Hospital, Augusta, Ga., has resigned, returning to her home town, 
Philadelphia, to be with her mother. 





i? 
° 


Ruth J. Adie is superintendent of the Malden Hospital, Malden, Mass., 
succeeding Marion J. Jackson, who has gone to the Morse Hospital, 


Natick. 





nm 
ne 


Annie Hatheway Smith resigned as superintendent of the Rockville 
City Hospital, Rockville, Conn., and Mrs. Agnes Lazzerin, formerly as- 
sistant superintendent of the Cyril Johnson Memorial Hospital, has been 
named as her successor. 


& 
° 





Flora G. Smith has been appointed superintendent of the Jay County 
Hospital, Portland, Ind., succeeding Helen Wilbur, who resigned. 


o, 
———_ —_—. So 





Hope G. Spinney, formerly assistant superintendent of the Pocasset 
Hospital, Pocasset, Mass., has been appointed superintendent of the 
Charlesgate Hospital, Cambridge, Mass. 


2, 
oe 





Jeanette Minor Durant, superintendent of the Bristol Hospital, Bristol, 
Conn., died at the hospital after a long illness. Miss Durant had been 
connected with the hospital since 1925. 
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New Anesthetic Agents and Modern 
Methods of Anesthesia 


By MYRA BABCOCK, M. D. 


Chief Anesthetist, The Grace Hospital; Anesthetist, Department of 
Surgery, Woman’s Hospital, Detroit, Michigan 


AD I BEEN ASKED three years ago to write this paper I should have 
felt that most of the old, time honored anesthetic agents were to 
be discarded and to be replaced by certain widely proclaimed new 

anesthetics and that the long established inhalation route for general an- 
esthesia was to be but little used and that intravenous and rectal routes 
were to supplant the pulmonary way. At that time it seemed as though 
spinal anesthesia would supersede all other methods of anesthesia for 
operations below the diaphragm. 


A review of the literature on anesthesia, a consideration of the reports 
of other anesthetists, as well as an evaluation of our own experiences with 
some of the recently introduced anesthetic agents and methods, compels 
me to feel that there is no ideal anesthetic nor perfect method, that there 
is no possibility at present of discarding either old anesthetics nor old 
methods and that each anesthetic and method whether old or new has its 
definite indications as well as it’s equally definite contra-indications. 

A list of the general anesthetic agents in use today reveals five new 
names, Ethylene, Cyclopropane, Divinyl oxid, Evipal and Trichlorethy- 
lene. Although not, strictly speaking, a new agent, Ethylene has been 
in use for only about ten years and during that time has definitely 
proven its value as an anesthetic as well as demonstrated its undesirable 
features. I believe that in all operating rooms there is a place for this 
gas which perhaps no other anesthetic can fill. For the patient for whose 
operation muscular relaxation is imperative and yet, who because of some 
other pathology, cannot be given ether, ethylene is the agent of choice, 
especially if spinal anesthesia is contra-indicated. Were it not for che 
unpleasant odor of this gas and for the ever-present danger of explosion 
with it ethylene would entirely supplant nitrous-oxide and probably 
Read before the convention of the Michigan Hospital Association, Jackson, on 
May 9. 
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ether. This danger can largely be eliminated by proper attention to the 
humidity in the operating room and care in the handling of the apparatus, 
of all electric fixtures and by avoiding the use of the cautery, Bovie 
knife, X-ray, etc. However, it is not possible to eliminate the danger 
from static spark and it is for that reason that Ethylene has not been 
more universally used. 


Cyclopropane—a new gas anesthetic—only recently introduced and at 
present being used by only a few anesthetists. The claims for this agent 
as a valuable addition to anesthesia are: The excellent relaxation, better 
than with any other gas anesthetic; very rapid induction with a quiet 
recovery period free from nausea and vomiting; lack of effect on body 
chemistry; does not depress either the heart or respiration and permits of 
a much larger admixture of oxygen (80% oxygen and only 20% Cyclo- 
propane). The fact that it is very explosive and, also, expensive is at 
present interfering with its more wide-spread adoption. 


Divinyl oxide is a quite new agent which has not, as yet, been used 
in a sufficient number of cases to allow of any conclusive decision as 
to its ultimate usefulness. Divinyl oxide is more volatile than ether 
(diethyloxide) , does not possess as unpleasant an odor, is more rapid and 
powerful in its action and has less effect on body chemistry. It may be 
either dropped on a mask or used on any gas machine. It, too, is in- 
flammable and explosive and also quite expensive. Wesley Bourne has 
reported the use of divinyl oxide in 222 obstetrical cases and of cyclo- 
propane in 34 cases with most satisfactory results. 

Trichlorethylene belongs to the group of chlorinated hydrocarbons of 
the fatty series of which chloroform is the most well known. The sug- 
gestion that this drug might be useful to produce surgical anesthesia re- 
sulted from observation of its action when used as a relief measure in 
tic doulouroux. Dr. Stricker and Professor Jackson consider that Tri- 
chlorethylene may ultimately become an excellent substitute for ether 
or ethylene since it is neither explosive nor inflammable and possesses very 
little systemic effects. At this time it is only being used for inductions 
and short anesthesias. 

Evipal (Cyclural)—(Evipan, foreign) is a recently introduced an- 
esthetic of the barbituric sodium acid series and apparently has more 
definitely anesthetic properties than any of the other members of this 
group. Evipal is used intra-venously to produce a complete but very 
brief anesthesia for any operation which does not require more than a few 
minutes for its performance. The induction is rapid and pleasant; fol- 
lowed, usually, by no unpleasant after-effects. This drug has been dem- 
onstrated before various clinics and been widely proclaimed as a safe 
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means of producing anesthesia in minor operations or as an induction 
for other forms of anesthesia. The contra-indications for its use are so 
definite that I believe it will find but a limited field of usefulness. Hypo- 
tension, severe pulmonary infection, heart lesions (if severe), patients 
suffering from wasting diseases should not be given Evipal. No other 
barbiturate should be used as a synergist because of the excessive drop in 
blood-pressure and decrease in respiratory excursions. The dose is small 
(2.5 to § cc.) although, if desired, larger amounts may be used and a 
longer period on anesthesia may be obtained or the small dose may be 


repeated as soon as signs of recovery begin to appear. 


In addition to the above agents for general anesthesia there have been, 
within the last few years, several drugs brought before the medical world 
which, at first, were considered to be possible general anesthetics but, after 
three years’ experience, have finally been relegated to their status as the so- 
called “basal anesthetics.” The various barbiturates are perhaps the most 
popular, being used orally, intra-muscularly and in the case of Nembutal, 
Sodium Amytal, Evipal, Pernoston intravenously. Large doses of the 
barbiturates, no matter how administered, produce shallow respiration 
and a drop in blood-pressure which can result in death, especially in the 
debilitated and those suffering from shock. 


Tribromethano (Avertin), introduced from Germany about six years 
ago, has been used in over 600,000 cases. It is interesting to note that 
700 articles have been written about this drug. The advantages in its 
use are apparent. Avertin is given, per rectum, in varying milligram 
doses per kilogramme body weight according to the amount of basal 
anesthesia desired. Unconsciousness appears within a few moments and 
lasts four to six hours. Large doses will produce surgical anesthesia but 
this is not advised by the pharmaceutical firm producing this drug. The 
contra-indications to its use are very definite and should never be ignored. 
Liver or rectal pathology, low blood-pressure, severe respiratory infec- 
tions, severe cachetic conditions must all be regarded as dangerous and 
surgeons demanding Avertin without due attention to specific contra- 
indications are assuming a responsibility which must be theirs alone. 
Used simply as a basal anesthetic it has proved to be, undoubtedly, a use- 
ful aid in producing unconsciousness of the impending ordeal of surgery 
and of so synergising with the general anesthetic as to require a greatly 
lessened amount of the latter with, at the same time, excellent relaxation. 


It is a fact that nursing care has been increased by the use of basal 
anesthesia. The necessity for close watching of the respiration, the use 
of carbon-dioxide, taking the blood-pressure require the attention of both 
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internes and nurses. Patients must never be left alone while under the 
influence of any of the basal anesthetics. 

Spinal Anesthesia: Although some of the preparations used in spinal 
anesthesia are new the recent exploitation of this form of anesthesia has 
somewhat ignored the fact that for many years certain clinics have con- 
sistently been using spinal with fairly good success. This does not con- 
stitute, therefore, a new method of obtaining anesthesia. The pre-opera- 
tive use of blood-pressure raising drugs, such as Adrenalin, and Ephedrine, 
and special preparations of novocain, such as Spinocain and Gravocain, 
have unquestionaly increased the safety and accuracy of spinal anesthesia. 

Modern Methods of Anesthesia: 

Inhalation anesthesia is still the most universally used method of giv- 
ing anesthetics today. In thousands of surgeries semi-oper mask ether 
is being constantly and successfully used. In others, gas or ethylene are 
the agents of choice and the method of their use depends upon the par- 
ticular type of gas machine in use. 


Intra-tracheal anesthesia, using both gas and ether, is becoming popu- 
lar in many clinics, especially for chest work and for operations re- 
quiring difficult position on the table. 

The choice of anesthetic agents must largely be governed by the in- 
dividual preference of the surgeon but the method of administration may 
rest with the anesthetist. . From a vast amount of research and experi- 
mental work, certain data has been obtained concerning anesthesia which, 
I believe, has been recognized by both surgeons and anesthetists as essen- 
tial for the safe conduct of a patient through narcosis and recovery no 
matter what the choice of anesthetic may have been. It does not con- 
stitute a new method, although some of the drugs used are new. The 
principle is the same as that outlined by Crile years ago. 


(1) Sedation the night before operation (insuring a good night’s 
sleep). 

(2) A basal anesthetic (the production of unconsciousness of im- 
pending events) the morning of operation. 

(3) Morphine and scopalamine or atropin to potentiate the basal an- 
esthetic. 

(4) An anesthetic agent which will accomplish the desired relaxation 
for the operation and, at the same time, have the minimum effect 
on body chemistry. 

(5) A method of so using that agent that only a small amount will be 
used, elimination will be rapid and the recovery period made short 
and quiet. 
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Even where spinal anesthesia is used the first two requirements are 
advisable. In this case the use of a barbiturate is imperative, since here 
the buffer action of the latter is necessary to combat the possibility of 
toxic effects of novocain. 

Perhaps the most outstanding addition to the science of anesthesia has 
been the introduction of the filter method for use on all modern gas 
machines. The work of Waters, Yandall Henderson and others on the 
function of respiration has demonstrated not only the importance of 
carbon-dioxide as a respiratory stimulant but, also, its equally important 
undesirability when in excess. All previous attempts to utilize the fac- 
tor of rebreathing were made futile by the hypercapnia which resulted 
and it was not until the soda lime filter was placed on a gas machine that 
this very valuable means of conserving gas expenditure with, at the same 
time, increasing the comfort and safety of the patient and giving to the 
surgeon a relaxed and quietly breathing subject, was made possible. 

Various drugs have been suggested, lately, to promote the rapid detoxi- 
fication of both basal and general anesthetics. Of these carbon-dioxide 
is, at present, the most generally used one, although it has been claimed 
that Picrotoxin and Coramine act as denarcotizing agents also. Alpha- 
Lobelin, acting to stimulate the respiratory center, has apparently proven 
useful in patients suffering with respiratory depression. 





Improvements at John Sealy Hospital 


The Board of Regents of the University of Texas and the Board of 
Trustees of The Sealy and Smith Foundation have appropriated $200,000 
for the erection of a new Negro Hospital as a unit of the John Sealy 
Hospital. An application has been filed with the PWA in an effort to 
secure federal help with this project. 

The last Legislature of the State of Texas appropriated $75,000 to re- 
model the Hospital for Crippled and Deformed Children, which is one 
unit of the John Sealy Hospital. 

The Board of Trustees of The Sealy and Smith Foundation have ap- 
propriated $15,000 for further alterations in the building now being 
used as a Psychopathic Hospital. This building was formerly used as 
the nurses residence, but upon completion of the new residence it was 
vacated and one floor converted into a Psychiatric Unit. The demand 
for accommodations in this unit has been so great that it has become 
necessary to remodel the entire building. 


July, 1935 [69] 








Modernizing and Remodeling the 
Hospital Building at Small Cost 


By THOMAS F. ELLERBE 
Ellerbe & Company, St. Paul, Architects 


UT OF THIS WILD SCRAMBLE to lift ourselves out of this depres- 
sion by our own boot straps, has sprung up a valuable slogan 
to modernize and remodel. During the “terrible twenties” most 

institutions that needed it, would not deign to consider modernizing 
and remodeling, for if they did their hopes for a new building would 
surely have vanished. Then in the early thirties we have all been so 
taken up with self pity that we didn’t even dare to think of any capi- 
tal investment and oftimes didn’t have the money to even indulge in 
the much needed repairs and upkeep. 

The hopes for extensive new construction still seem a matter of many 
years. But we must start to take stock of our plant and equipment. 
A growing hospital population is at hand with the return to better 
times and it will precede the ability to provide new buildings. The 
patients must be taken care of. Hospitals are in some respects com- 
petitive and, therefore, institutions that are up-to-date, efficient and 
attractive will, other things being equal, fare better. Therefore, it 
seems to me that the slogan ““Modernize and Remodel” applies very well 
to the hospital field. 

During the twenties Dr. Broderick, who was then President of the 
American Hospital Association, expressed the thought that the greatest 
single fault in hospital construction was the lack of imagination dis- 
played by hospital planners. If we lacked imagination during those 
flush years, how much more danger is there that we would be tempted 
to stifle any outcropping of the imagination in so relatively a small an 
undertaking as modernizing and remodeling? Yet, I believe that we 
need under these conditions an even greater imagination. I am not 
referring to the day dreams we all indulge in, dreaming of some kind 
fairy leaving a legacy of a million dollars to start us off with a brand 
new plant and equipment. (I use the term plant to cover all build- 
ings, be it a group or a single building.) But even that type of day 


Read at the Minnesota Hospital Association Convention in Duluth, June 20, 
1935. 
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dream may prove valuable. What kind of a plant would you build if 
some one did leave you a generous legacy? Because each one of you 
has a different problem, you would all answer that question in a differ- 
ent way. Some would build entirely new, others would add to their 
present plant, but all of you would sit down and thoroughly study the 
conditions surrounding your hospital. You would analyze your past 
record and attempt to forecast your future needs. You would analyze 
the “drawing power” of your staff and plant and would do all this and 
more, primarily in an attempt to avoid doing in your new building 
what in the future would prove to be a mistake. 


But, as I suggested before, the hopes for the immediate realization of 
all this are still rather dim. Therefore, it would be more to the point 
to find ways and means of making your present plant serve your needs 
more adequately. That legacy is sure to come, but in most cases it will 
not be ample enough to materialize our day dream instantaneously. 
If we have developed our day dream into something tangible, perhaps 
we can realize it bit by bit much easier than we expect. 


Therefore, I suggest to all of you to start planning on a long range 
basis. Analyze your condition, anticipate your future needs and then 
devise a scheme for future development. Work up your own five year 
plan or ten year plan. You may proceed modestly as the money becomes 
available to carry out this plan of development, but don’t stifle the 
imagination. 

There is no doubt that to accomplish anything we must have an ob- 
jective. If we want a good hospital plant, we must have a concrete 
objective. This objective can best be expressed in a well studied scheme 
for future development. Such a goal would in all probability at this 
time be easier to reach through modest steps consisting of minor re- 
modeling and small building operations engaged in at frequent intervals, 
than sitting and waiting for a golden opportunity to do it all at once. 


But how does all this pertain to modernizing and remodeling at a 
small cost? In this way—if you have a concrete and comprehensive 
scheme for the future, you may proceed with minor remodeling or 
modernization, knowing that in a few years this will not prove to be 
a waste. To illustrate—let us consider a hospital that has reasonably 
adequate and satisfactory bed capacity but in which modern operating 
rooms and kitchen are a crying need. A very limited amount can be 
spent, sufficient to modernize one or the other but not both, and the 
Board is deadlocked into inaction because they cannot decide which to 
do. A “five year plan,” if developed, might show that the logical fu- 
ture development would be to build a separate wing for the kitchen, 
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and that the operating rooms should remain in their present location 
requiring only some minor remodeling to make them serve very well. 
Under these conditions then it would be easy to decide to proceed with 
the necessary remodeling of the operating rooms, leaving the kitchen 
as it is until more money was available. 


Therefore, I cannot too strongly recommend that before considering 
seriously to undertake any remodeling and modernizing that you set 
forth your “‘five year plan” rather specifically. 

What can be done in the way of modernizing and remodeling a hos- 
pital? Cost, of course, will be a primary consideration. It would be 
futile for me to attempt to recite to you the cost of doing specific 
things. However, a general approach to this problem can be indicated. 
Any expenditure that you undertake should be demonstrated to be 
worthwhile for one of the following reasons: 

First, to offset capital losses due to obsolescence and depreciation. If 
obsolete equipment is replaced with modern equipment and if a build- 
ing is kept in repair to resist its tendency to disintegrate, charges for 
obsolescence and depreciation can be held to a minimum. Within rea- 
sonable limits, expenditures for these purposes will be paying invest- 
ments. 

Second, to cut operating expenses by increasing efficiency. This may 
apply to remodeling a heating ‘plant, or to remodeling the food service, 
or to re-arranging service facilities so that nursing and maid service will 
require less effort. 

Third, to increase income by making the building more attractive to 
patients and doctors. 

Unless a project can be shown to be worth doing for one of the above 
reasons, it probably should not be undertaken. 

I will attempt to suggest some various specific things which may 
serve as a starting point when you make your study and to limit these 
suggestions to things, the cost of which is generally within reason. 

It seems that modernizing and remodeling would fall into three rather 
well defined groups: 

The first group is the most ambitious and includes relatively exten- 
sive remodeling and construction. In fact, it is so akin to new con- 
struction that it hardly has a place in this discussion at all. Suffice it 
to say that it would include such additions as a service wing, an added 
story or wing for surgery and the like. While such projects are out- 
side the scope of this discussion, they have an important place in your 
“five year plan.” 

The second group would include alterations in plan and function. 
This covers changes in size or shape of spaces or function of equipment, 
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which will increase the ease of serving the patient, or increase the pa- 
tient’s comfort, or increase the capacity or efficiency of the institution 
by utilizing hitherto waste space, or reallocating space. First of all, 
there are the patients’ rooms. Possibly you have not the proper balance 
between private rooms and wards. Generally it is not difficult to change 
either type of accommodations into the other. Sometimes, if the pri- 
vate rooms are unnecessarily large, the idea of cutting off part of the 
room for a private toilet is worth considering. Then there is always 
the possibility of arranging a few deluxe rooms, possibly suites with 
private baths, for persons who demand luxury and expect to pay for it. 

The surgery and O. B. sections can often be improved. Rooms may 
be too large or too small or be poorly related to each other, or they may 
have fallen into disuse, due to a change in routine or technique. It is 
very difficult to say what to do about such things, except to say that 
these problems can always be solved and that the solution is found by 
critically examining your hospital as though you were a stranger to it 
and then figuring out what you would do to it if it were yours. 

Food Service. I have no doubt that I could start a first-class battle 
here and now by boldly making the assertion that this or that system 
or method of handling and serving food is the best and that anyone 
who doesn’t agree with me is a so and so. I would not be so rash. 
However, let me suggest this: Perhaps some of your food service equip- 
ment is on its last legs. Before you replace it with a new similar piece, 
consider your entire food service plan. You may conclude that for your 
institution some different type of service would work much better. You 
may end up, for example, by buying a heated food cart to serve one 
floor instead of spending a similar amount repairing equipment in a 
floor serving room. You may be able to work out a more ideal plan of 
food service, and realize that plan by making each expenditure for re- 
pair or replacement fit in with the new plan. 


Improvements possible under this general heading are limited only by 
the number of different things there are in a hospital. The nursing 
service units, surgical service units, surgical sterilizing, drug storage and 
distribution, receiving storage and distribution of supplies of all kinds, 
the laundry, accommodation for visitors, all offer opportunity for im- 
provement. Experience shows that nearly always enough space has been 
allowed for these functions, but that often the space has not been well 
used. The solution of these problems is not a matter of tile, plaster and 
paint, but rather a matter of analysis of function. First find the spots 
that do not function well, then figure out a routine that would work 
better, and finally devise a rearrangement of space or equipment that 


will lend itself to the new routine. 
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The third group deals with surface materials and equipment of all 
kinds. 

During the depression, great strides have been made in the building 
industry in developing and perfecting new devices, materials, etc., and 
reducing their costs. Many of them are applicable to hospitals, new or 
old. Under this heading, there are many things that can be done to 
make the institution more attractive. Also, some of the more impor- 
tant can be done piecemeal in order to conform to a budget. To sug- 
gest a few: new floors, redecorating, the application of acoustical mate- 
rial, new lighting schemes, radio system and improvements in heating 
and plumbing. 

Floor surfaces have a way of cracking. Bad floors can be renewed 
by covering with a soft surfacing, either composition tile, linoleum or 
rubber. These products have been greatly improved in the past few 
years and are very satisfactory in almost all spaces. They reduce both 
fatigue and noise and the costs are reasonable. 


I believe that the idea of decorating hospitals will be revolutionized 
in a very few years. Our old idea of sanitary white is gone, so also 
the drab buff. The new mode is color and a lot of it. Colors, of 
course, have been used for some time but not in variety or with bold- 
ness. If you have not seen some of the newer institutions that have 
been decorated skillfully in the modern manner, you have a very agree- 
able surprise coming. They are most attractive and exceedingly satis- 
factory. Nothing more effective, I believe, can be done to eliminate 
the institutional atmosphere. This objective can be had to some extent 
by redecorating an old institution. A word of caution—to obtain such 
results, the work must be done skillfully by those who “know their 
colors.” We are all not so endowed, unfortunately. To transform 
your hospital to a place of pleasing color requires no outlay of cash 
whatever, but simply requires thought. Probably all painted surfaces 
are done over once in three to five years. If you start tomorrow with 
a carefully studied color scheme, in three to five years you will have 
transformed your building by simply having your routine painting done 
according to the scheme. 

Much has recently been accomplished in illumination both from a 
scientific point of view and as a decorative medium. Proper lighting 
and pleasing effects are accomplished by considering lighting as part of 
the room treatment rather than just a fixture to be hung up as an after- 
thought. Therefore, lighting should be considered along with redeco- 
rating. 

Another revolutionary change, or I should say effect, is that brought 
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about by the very generous use of acoustical correction material. You 
all know, of course, the great evil of all hospitals, especially from the 
patients’ point of view—noise, and it is constantly getting worse. Truly 
remarkable results are obtained by the use of acoustical material in 
service rooms, corridors and patients’ rooms. It is impossible to de- 
scribe the very beneficial effect. It is very worth while and also can 
be done piecemeal. 

The mechanical equipment usually offers an excellent opportunity for 
modernizing that will pay substantial dividends. This includes boiler, 
combustion equipment, generators, refrigerating machine, pumps and 
deep wells and the like. There have been many improvements in the 
past few years in the line of return pumps and trap systems to make 
boilers operate on very low pressure for mild weather, and controls to 
limit the steam output of the boiler in relation to the outside tempera- 
ture. There are also temperature control valves which effect a surpris- 
ing reduction in coal consumption. The direct control type is readily 
adapted to old jobs and the cost is moderate. 


In modernizing office buildings, the elevators are usually the first 
consideration. Efficient elevators are not as vital a factor in hospitals 
as in office buildings, but some of the old unsafe machines should be re- 
placed with the very efficient equipment designed especially for hospital 
services. This is not an inexpensive job, but if you do it complete with 
new elevator doors, it will certainly add much to any hospital. 


It hardly seems necessary to mention air conditioning. You all have 
come under the influence of its publicity. Air conditioning may not 
have arrived but it is surely coming—and particularly to hospitals. 
Eventually all hospitals must have it in some degree. Its benefits are 
known, its disadvantages not so well. It is applicable in old buildings 
as well as new. Here the five year program will be amply justified. 
Air conditioning is in a very transitory state—nothing is static. There 
are few standards and these will probably be changed. There are many 
ways of accomplishing the same result. My best advice to those con- 
sidering air conditioning is to employ an independent engineer to take 
the problem out of the province of the sales engineer so that you will 
at least get unbiased advice. The problems of air conditioning are 
legion and knotty, particularly as they apply to hospitals, and much 
grief and some money will be saved by following this advice. Air con- 
ditioning will not do all that is claimed so that only an approach to an 
ideal is all that should be expected. 

Only minor improvements have recently been made to nurses’ call 
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systems but the popularity of the Dictograph system is increasing and 
in some cases may actually pay for itself in reduced “nursing power.” 

Replacing hardware, especially on doors to patients’ rooms, using a 
more practical type, may save effort and prove to be worth doing. 

There are other items of equipment, kitchen, laundry, sterilizers, re- 
frigerators and others, with whom you are familiar. 

So far I have not mentioned architects in connection with this busi- 
ness of remodeling and modernizing. Expert technical advice in con- 
nection with these projects is very much worth while. Hospital man- 
agers, however capable, are not necessarily expert planners and although 
they understand hospital functions, they usually are not able to inter- 
pret their ideas in the form of a satisfactory plan. Architects, on the 
other hand, because of their training, are able to analyze functions, take 
others’ ideas and develop a functional scheme—that is their profession. 
Many large office buildings and institutions realizing this engage an 
architect on a salary as a permanent member of their staff. Many 
smaller ones retain an architect and consult him from time to time as 
his services are needed. An architect can help you see to it that you 
get your money’s worth for each expenditure, and after all, this is the 
basic factor in getting your remodeling and modernizing done at low 
cost. 

In conclusion, let me summarize the story briefly. Make a long 
range survey of the things you would like to do to your building, and 
the objectives you would like to reach eventually. Put yourself in a 
critical frame of mind. Look for defects as though you were visiting 
some other building. Lay out a program for correcting such defects. 
Then, instead of just patching things up in a disjointed sort of way, 
make each move and each bit of work you do fit in with your general 
scheme and it will bring you one step nearer the goal you have set. 


% 
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The Association of Western Hospitals 


The Association of Western Hospitals (formerly Western Hospital 
Association) announces that the 1936 convention will be held the week 
of April 20th in San Francisco, California. 

In response to the large number of requests, it has been decided to 
have at least a two-day institute in connection with the convention. 
The details of convention arrangements will be announced later in the 
year. 
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What of the Mechanical Plant? 


By CHARLES F. NEERGAARD 
Hospital Consultant, New York City 


HAT EVERY HOSPITAL is searching for nowadays is new ways 

to cut the cost of operation—but how deeply must it be cut? 

We are faced with more than the relatively simple problem of 
avoiding in 1935 the big red figures of 1934, or discovering some offset 
this month to last month’s advance in raw food. Before us lie many 
more lean years, for even though business picks up and the depression 
passes, it will be long before our contributors can recoup their shattered 
fortunes and support hospitals as liberally as in the past. High taxes 
will be always with us. The difficulty in cutting down the expenses of 
government is that practically all the expenses can vote. Is it not time 
that we considered the whole picture and looked ahead a bit? 


The mechanical plant is but one small sector of a wide expense front 
along which everyone is attacking. Yet here in many instances it has 
been possible to find unsuspected leaks and make surprising savings. In 
no department of the hospital is it so difficult to arrive at accurate cost 
comparisons as in the power, light and heat account—there are so many 
variables—different kinds of heat, water, steam, vacuum—different types 
of boilers, whether electric current is generated or bought, and what is 
most important, the essential soundness of the design of the plant and 
the way it is managed. With so many varying factors it is not aston- 
ishing that power, light and heat unit costs vary from 3c to 15c of the 
hospital expense dollar; that the cost as I have recently found in a group 
of six 200 bed hospitals, ranged from $12,700 to $37,200, or from $63 
to $186 per bed. It is surprising what can be turned up in a mechanical 
plant survey by a competent, economically minded engineer who knows 
hospital needs. The engine room is usually an enigma to the superin- 
tendent—a baffling fixed charge which he finds difficulty in cutting 
down. He knows how many tons of coal he burns, and what it costs, 
he knows the amount of his departmental payroll, but he has little idea 
whether the total is too high and if so, what to do about it. Not be- 
ing an engineer myself, and having only a bowing acquaintance with 
engineering science, I have nevertheless discovered some of the idiosyn- 


Read at the Convention of the Connecticut Hospital Association, Willimantic, 
Conn. 


July, 1935 [77] 





THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


crasies of both engineers who design and engineers who operate. In cer- 
tain hospitals which have been studied, the amount of coal wasted be- 
cause of dirty boilers and poor combustion was shocking. A 20 per 
cent to 30 per cent waste of steam through overheated buildings, which 
can so easily be remedied by installing simple methods of automatic con- 
trol, is painfully common. A nurse always prefers to open the window 
rather than turn off the heat. 


In one hospital at a cost of $325 for automatic control equipment, 
the saving was $500 a year, or about 100 tons of coal. In the same in- 
stitution, by spending $275 for an additional heater, steam which was 
being exhausted to the atmosphere was converted into hot water, saving 
$550 a year more: the drinking water system was operated by motors 
although ample steam was available. Substituting a steam turbine saved 
a further $600 a year on electricity. 


In another hospital which bought steam from a central plant, the 
steam meter was found to be reading over 5 per cent fast, with an over- 
charge of $775 a year—and it had been in use for six years. 


Leaking valves and joints, defective traps, dirty filters—the results of 
careless or incompetent operation and lack of intelligent supervision— 
pile up big or little losses to a total not cheerful to contemplate. One 
hospital which for a number of years had run both of its 100 HP boil- 
ers in the winter months, after a thorough check-up and some minor 
changes in its plant has been able to get through the past three winters 
with but one. Its principal change was a new engineer who took liter- 
ally barrels of dirt and scale from the tubes and shells of the boiler, 
stopped many small leaks, cleaned all the traps and tuned up the whole 
plant—resulting in 56 per cent savings in fuel—with one boiler running. 


The hospital mechanical plant rarely receives the attention which its 
cost warrants. I have long been urging that consulting engineers give 
us less complicated machinery, less extravagant plants—simplifying the 
equipment all along the line. After a hospital has been built I have 
stressed the economy of taking better care of the plant and getting the 
most out of it for the least money. Ten years ago I published an article 
recommending “Preventive Health Examinations for the Mechanical 
Plant” and outlined a plan which would give the superintendent sys- 
tematic control, particularly of the maintenance and operation, of all 
of the many machines and fixtures requiring servicing, which fall under 
the responsibility of the engineer. There are literally hundreds of fix- 
tures needing more or less constant tuning up, lubrication and adjust- 
ment and the engineer makes regular rounds and notes on the proper 
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report form that the various articles have been examined, serviced and 
repaired, if necessary. Once this plan has been set up, there is a great 
economy both in time and money from it. 

During the years that I have been in hospital planning, actively asso- 
ciated with many architects and engineers, I have consistently advocated 
certain principles which to me represent the ideal hospital. Dignified 
and attractive in design, rather than monumental and elaborate, not 
over large in capacity for the work to be accomplished, compact yet 
elastic in plan, a quiet place, a colorful and cheerful place, well built 
and well equipped, but in every respect simple and above all economical. 
We now know too well that during the years of our spending spree far 
too much money was sunk in the plant and far too little saved for en- 
dowment. Architectural expenditures were relatively easy to control. 
Building committees could readily visualize the cost of carved stone and 
ornamental iron, of marble and tile. The mechanical budget was a dif- 
ferent matter and as the docile patient meekly downs whatever doses 
the doctor orders so the building committee has been prone to pass with 
little knowledge and less questioning plans and specifications for power, 
heating, ventilating and plumbing equipment representing thousands of 
dollars, much of it essential, but much of it just inexcusable waste. 
Yet we cannot entirely blame the engineers. It was a case of keeping 
up with the Joneses. Each newly finished hospital was proudly ac- 
claimed the last word, absolutely complete in every detail. So the engi- 
neer on the next job tried to find a longer word, with more letters in it 
—and gave the hospital what he thought it wanted, and what prece- 
dent, rather than experience, indicated it must have. It is a rather 
painful fact, but in my experience consulting engineers frequently do 
not enter in their case histories records of “end results.” 


One plan of a new hospital which I studied showed a 25 HP vacuum 
cleaner motor in the basement, although it had been decided to use 
portable cleaners. This was found to be designed for cleaning dust 
mops, a large metal drum being placed in each housemaid’s closet. It 
was a new stunt to me and I asked where it had been used. Six hos- 
pitals were named, four of which replied to my inquiry, in like tenor. 
I quote, ‘““We have the dust mop vacuum cleaner but it does not clean 
mops satisfactorily. The machine is so noisy that it should not be on 
the floor with the patients. The maid must step in the closet and close 
the door before starting the machinery and even with the door closed 
it can be heard at some distance. Then it does not clean the mop sufh- 
ciently without a great deal of shaking. Judging from our experience, 
it would seem that the old-fashioned barrel with a slit in the side and 
a cover is just as good except that the vacuum does carry off the dust.” 
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We saved some $6500 by omitting the dust mop cleaner! The engineer 
had recommended this equipment six times. It had never worked and 
yet he was going to install it again! 

Mechanical ventilation as frequently practiced seems to represent the 
most striking form of mechanical extravagance. A few years ago the 
secretary for charities of a Catholic diocese discussed with me a pro- 
posed new hospital. Among other things he asked what I thought about 
mechanical ventilation. “I don’t,” I replied, “any more than I have to. 
In a small hospital two fans perhaps, one for the kitchen and one for 
inside toilets and sink rooms. Why do you ask?” “Well,” he said, “we 
opened a new chronic home two years ago. Every room was ventilated. 
The system cost us some $15,000 but we have never once used it.” 
Only recently I saw a conspicuous example of ventilating extravagance. 
In a large city hospital the engineer had installed a most elaborate ven- 
tilating system, some dozen fans, intake and exhaust, for laundry, boiler 
room, kitchen, patients’ floors, operating rooms, etc. The current was 
A.C. and with the thought that D.C. fans were more quiet and suitable 
for a hospital, the engineer supplied two 125 HP transformers, one in 
reserve, to convert the A.C. current from the mains into D.C. Of 
course the hospital, as is so often the case, simply cannot afford to oper- 
ate the system, but it does use regularly the fan in the operating room, 
which means that they run a 125 HP transformer to supply 5 HP fan. 

I said two transformers, one in reserve: because it is a hospital the 
engineer always observes most meticulously and expensively the factor 
of safety and duplicates everything. I recently saw a plant where this 
was carried out to the extreme of absurdity and expense. In a large 
multi-storied structure four tanks supplied the building with water, 
each of which was equipped with a circulating house pump, and a dupli- 
cate in reserve—8 pumps stretched across the engine room floor. Really 
all they needed was one reserve pump cross connected—S in all, instead 
of 8. This would have saved at least $1000 in the original installation 
and by wearing the pumps out more rapidly they would have been in a 
position, years sooner, to replace them with a far more efficient type. 


At the last Convention of the American Hospital Association the 
Committee on Planning and Equipment presented a report, ‘Planned 
Economy in the Mechanical Plant,” which will be interesting reading 
to those whose power, light and heat account is excessive. The Report 
said “The time is approaching when money must be found for the long 
deferred replacements and repairs, to keep the hospital in operation. The 
purpose of this report is to suggest a practical procedure under which 
the money spent on buildings and equipment during the next few years 
may contribute to a definite program of modernization rather than rep- 
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resent a patch work of repairs made as emergencies dictate. The basis 
for such a program should be a comprehensive survey in which operat- 
ing costs are analyzed and the design and construction of the building 
and mechanical plant carefully studied, to determine what can and 
should be done to reduce operating expense. Equally important is an 
analysis of physical factors which may effect income. Are patients dis- 
satisfied and why? Do they complain of noise, odors, food, dingy rooms? 
What of these can be remedied at a profit? 

“The group undertaking such a survey should be particularly quali- 
fied in experience and judgment. They must know all details of hospi- 
tal operation, be familiar with the latest developments in materials, con- 
struction and engineering, and with the relatively new sciences of noise 
control, thermal insulation and air conditioning. Above all they must 
know values, to determine where and to what extent improvements are 
warranted. As the consulting physician and surgeon are called in to 
verify the diagnosis of the family doctor, so the service of an architect, 
engineer and hospital consultant, other than those who originally de- 
signed the hospital, might well be secured to advise on its remodeling 
and reconstruction. 

“The survey should be comprehensive, however limited the immediate 
funds in sight, in order that a budget may be set up to cover all of the 
improvements which should be made, even though they may have to be 
spread over a period of years. The relative importance of each item 
should be noted, what it will cost, what it will save, and to what extent 
it will better conditions for the patients and the staff. Given such a 
report the Board of Trustees is in a position to adopt a consistent policy 
of modernization and devise ways and means of raising an annual appro- 
priation to finance it.” 

They tell us we must have air conditioning to be modern, but we dif- 
fer from the railroads. They could not open their windows so they air 
conditioned their cars. Complete air conditioning at present is an ex- 
pensive luxury and the hospital is wise to go slow until the art is fur- 
ther perfected and the price goes down. 


During the depression, Industrial Research Laboratories have made 
many new and interesting discoveries and improvements, particularly in 
the field of construction and engineering. It is no exaggeration to say 
that given the same cost levels, if your hospital were to be built today, 
it could be designed so that your mechanical plant maintenance and 
operating cost could be reduced 25 to 33 per cent. Unfortunately not 
many of us are building new plants, to take advantage of these discoveries. 
But we can at least study our old ones for possible improvements and 
economies, with results which will often prove most satisfying. 
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The Personal Side of the Hospital 


By LEWIS E. JARRETT, B.S., M.D. 


Superintendent, Hospital Division Medical College of Virginia 
Richmond, Virginia 


URING THE PAST quarter of a century the demands of the public, 
D physicians and the various national organizations for better, safer 

and more efficient hospital service have in the majority of cases 
been favorably received by hospital administrators. These hospital super- 
intendents have been quick in their reaction to the trend of better hos- 
pital service and as a consequence there has been a definite, steady and 
rapid improvement in the type of service rendered by these institutions 
to the sick. 

Obsolete equipment has been replaced or modernized; new and more 
modern buildings have been erected; new and improved methods of pro- 
cedure have been adopted; ethical conduct from the members of the staff 
has been required; improved nursing service has resulted from the raising 
of standards by this profession; educational propaganda has made the 
laymen hospital minded—all of these facts have tended to greatly im- 
prove the hospitals of the country as to their ability to render adequate, 
efficient and scientific service to the sick. 

I wonder, however, that if during this period of rapid modernization 
and improvement of actual service given we have kept in mind the per- 
sonal feelings of our patients and have remembered that after all they are 
human beings in our contacts and dealings with them. Have we just 
offered them service for pay or have we been keen enough to realize that 
upon the personal element depends the ultimate success of one institution 
over another? Granting that all hospitals offer adequate and proper pro- 
fessional care to a patient, has not this patient the right to expect and 
even demand certain personal touches along with the high type of profes- 
sional services? 

Each hospital administrator should take inventory of his personnel and 
the routine practices of his employees in an effort to ascertain the degree 
of personal touch in service that enters the various dealings with the 
patients in his institution. If found lacking he should institute such 


Read before the North Carolina, South Carolina, and Virginia Hospital Asso- 
ciations, Greensboro, N. C., April 11 
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rules and regulations as may be necessary to correct the same, but above 
all he should try to develop an “esprit de corps” among his personnel of 
such a type as to insure proper personal dealings with his staff and his 
patients. 

A patient’s first impression of a hospital must naturally be gained dur- 
ing the admitting act and the first few hours following the admission. 
If the admission is handled with tact and intelligence and the patient 
treated with kindness, courteousness, thoughtfulness and consideration a 
favorable impression will be indelibly fixed in the patient’s mind. Just 
think how far this easily controlled detail may go towards making each 
patient potentially pleased with his hospital care. A friendly frame of 
mind will be created which can only be changed by future gross neglect 
or an utter disregard for the patient’s feeling. 

For the sake of brevity I would like to discuss the routine practices in 
our institution on one individual patient from the time of his admission 
until his discharge. 

This patient applies to our institution for admission, having been re- 
ferred by his family physician or our out-patient department and he is 
immediately referred to the superintendent or one of his assistants. This 
administrator attempts to make the patient feel that we are particularly 
pleased that he has chosen our hospital at this time of sickness and at the 
same time he is made to feel that every facility of the institution is at his 
disposal. After this salutation the same person makes all financial ar- 
rangements and other details of admission following which an admission 
clerk performs the detailed paper work and escorts the patient to the 
proper location in the hospital. The admission clerk must not leave the 
patient on the floor without first properly introducing him to the nurse 
in charge and this introduction must be a real one and not just “here’s 
a patient for room 214.” 


Here then begins an entirely new chapter in the course of events as 
in the next few hours the patient must necessarily be disturbed for this 
examination or that procedure, until he at times may feel he is in a 
persecutory institution rather than being surrounded by friends. Unless 
he has been in a hospital before he may not understand the necessity for 
all of these interruptions and disturbances and here again apprehension 
may be kept at a minimum by someone personalizing the service. The 
nurses must properly introduce the member of the house staff who calls 
to see the patient and the member of the house staff explains his purpose 
and why a history and physical examination is necessary. The laboratory 
technician is introduced to the patient and here again this technician 
advises the patient as to what is intended to be done and informs him 
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that the procedure will not produce an unbearable amount of pain. In 
other words any type of special examination or the transference of the 
patient to other departments is thoroughly explained in advance. You 
will find that this simple explanation will be favorably received by the 
patient and that these various procedures can be handled with the greatest 
of ease if the patient knows what to expect. 


The dietitian of the hospital calls on the patient the day of admission 
and receives his likes and dislikes concerning the food which is to be 
served to him. Then, of course, the dietitian tries to please each patient 
by as nearly as possible supplying the food desired and above all seeing 
that it is served at the right temperature and in an attractive manner. 


During the time the patient remains in the hospital the superintendent 
or the assistant superintendent calls on him each day and tactfully en- 
gages in a brief conversation. It is often possible in this manner to learn 
of complaints and omissions in service which may be speedily corrected. 
I do not mean that this administrator should ask the patient for specific 
criticisms as this tends to autosuggestion, but he may so control the 
conversation as to incidentally learn of complaints. If complaints are 
registered we consider that the patient is right at least in our conversa- 
tion with the patient or the relatives unless they are entirely unreason- 
able. You will find that this attitude will more often than not, help 
you out of a delicate situation. 


Just as this patient gained a first impression at the time of admission 
he gains a lasting impression at the time of discharge. His discharge 
card is sent to the office and the bill clerk immediately ascertains his 
financial status and if an amount is still due for which the patient is to 
pay, a bill is properly made out. The assistant superintendent then goes 
to the room and makes the final financial arrangements with the patient 
or the responsible party. He then arranges for his discharge and trans- 
portation home, ‘offers him.the services of the institution should he need 
them in the future and bids him good-by. 


Several other routine practices have been developed in our institution 
which I will describe briefly. 


Three days after the admission of a ward patient a letter is written 
to the referring physician advising him the tentative diagnosis, results of 
X-ray and laboratory examinations, the extent of operative procedures, 
together with the condition of the patient. We feel that this service 
creates “‘good will” among the relatives of the patient as well as the doc- 
tor, as this information may be passed on to the patient’s family by the 
physician. After the discharge of the patient a more complete report is 
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sent to the referring physician giving him all positive findings in the case 
together with recommendations for follow up treatment. 


The day following admission to the hospital of a private patient a 
letter is written to the attending physician, in those cases where the 
physician is a member of the courtesy staff, and not our regular staff, 
thanking him for referring the patient to our institution. At the same 
time we offer our personal services to this physician during the patient’s 
stay in the hospital. Both of these procedures have been enthusiastically 
received by the physicians and many favorable comments have resulted. 
We feel that this service is most successful and valuable to them and 
particularly in the first case. Physicians that we have talked to con- 
cerning these procedures have felt that it has helped to develop closer 
contact between them and their patient’s relatives and it has also helped 
them to convince future patients from their territory that they will re- 
ceive excellent personal service in addition to professional service in our 
institution. 

Each patient admitted to the hospital receives a little information 
folder at the time of admission, or if the patient is seriously ill or un- 
conscious the folder is given to the nearest relative. This little pamphlet, 
a copy of which I have should you desire to see it, was designed to give 
real information to the patients and also to convey to these patients the 
idea that the superintendent has a keen feeling of responsibility not only 
as to the type of professional service they receive, but that he is also 
interested that their stay in the institution will be a pleasant one. This 
little booklet explains the various charges of the hospitals, what is to be 
done with valuables, rules for visitors desiring to occupy cots ‘in the 
room; how to handle communications; rules as to radios in the rooms; 
visiting hours, etc. In connection with this booklet I would like to 
emphasize briefly two types of services offered which have proved most 
helpful and valuable. The hospital maintains a connection with the 
public library of our city, and three times a week a librarian visits our 
institution and issues books to the patients. This service has been most 
satisfactory and has been maintained at no cost to the hospital. The 
other service is offering the services of a stenographer to any patient who 
is unable to write letters. This is a simple detail, but one that has been 
of inestimable value to the patient and of very little trouble to the 
institution. 

After the discharge of a patient a letter is written by the superin- 
tendent to the patient which reads as follows: 

“During your recent stay in our hospital I hope that the service 
was entirely satisfactory. If you have any complaints concerning 
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our hospital or the service rendered I will appreciate your com- 
municating with me. The same will be confidential. Assuring you 
we will be pleased to be of service to you in the future, I am 


Very sincerely yours” 


In case of the death of a patient the following letter is written to the 
nearest relative: 


“I wish to express to you my sympathy in the loss of your 
eiuehtee ved aera and I hope you feel that everything possible 
ek re ea rer ae while in our institution. 


If I can be of any service to you during this time of distress or 
in the future I will consider it a privilege.” 


It is interesting to note that for several years our letters of criticism 
consisted of approximately 100 complaint letters and three complimentary 
letters. Since the establishment of this procedure the ratio of these letters 
has been exactly the reverse. We have received several hundred compli- 
mentary letters and only two of criticism. 


A practice recently adopted is that of notifying the pastor of each 
patient admitted to our institution and extending to him a welcome to 
visit the patient at any time convenient to him. Many favorable com- 
ments have already been received from the pastors of the city and I be- 
lieve that this is the beginning of a very close friendship between our 
hospital and the members of the Ministerial Union. 


I know of no group of people who can be of more value to the admin- 
istration of a hospital than these men and I feel that each hospital admin- 
istrator should cultivate their friendship. 


In closing may I say that we have experienced a remarkable spirit of 
cooperation from our employees in this general plan of personalizing 
service and they are now convinced that it is actually easier for them to 
be pleasant, kind and courteous to patients and much more favorably 
received by the sick person. I feel that cach hospital superintendent 
should insist on this type of spirit from his employees so that the follow- 
ing statement made in my information booklet may be true: 


“The doctors, nurses and administrators of this hospital wish to 
make your stay here as comfortable and attractive as possible. We 
shall try to anticipate your wants, but if you desire something we 
have not thought of we shall appreciate your telling us. We are 
solicitous of your comfort and welfare and we will appreciate any 
suggestions for the improvement of our service.” 
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The 1935 Institute 


HE INsTITUTE FOR HosprraL ADMINISTRATORS, conducted with 
Te cooperation of the University of Chicago, the Chicago Hospital 

Association, the American College of Surgeons, and the American 
Medical Association, will be held on the University of Chicago campus, 
September 11-25. The advance registration for this Institute assures that 
there will be a very satisfactory registration. 

As in former years, the lectures and conferences will be held at Judson 
and Burton Courts, and the students of the Institute, if interested, will 
have the privilege of living in the dormitories and taking their meals at 
the University cafeterias. 

The purpose of the Institute is to furnish men and women, who are 
professionally concerned with hospital management, a brief period of 
instruction in hospital organization and administration and of observa- 
tion and discussion of hospital problems. 

Special subjects for intensive study by students who attended the 1934 
Institute.—Students who were at the Institute conducted by the Ameri- 
can Hospital Association in 1934 may select in advance one or more 
of the special subjects which they wish to study this year. Opportunities 
will be arranged for them individually to pursue these subjects intensively. 
They will be excused from clinics not related to their special fields of 
study. 

Periods for Study and Recreation.—The evenings after the round tables 
will be at the students’ disposal, also Saturday afternoons and Sundays. 
There will be numerous opportunities for recreation. The library of the 
American Hospital Association will be available to students, and a small 
selected library will be available in the dormitory during the Institute. 

The following seminars have been arranged for: 


Seminars 
Subjects of importance to all administrators will be presented in 
seminars, with ample opportunity for questions and discussion. 

General Organization of Hospitals; Management and Maintenance 
of Plant: Dr. B. W. Black, Medical Director of Alameda County 
Institutions, Oakland, California. 

Medical Organization; Records, Organization of Complementary 
Medical Services. Nursing Organization and Administration: 
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Dr. Christopher G. Parnall, Medical Director, Rochester General 
Hospital, Rochester, New York. 

Business Administration and Housekeeping: Dr. Donald C. Smelzer, 

Director, Univ. of Pennsylvania Graduate Hospital, Philadelphia. 

Small Hospitals from the Standpoint of Management and Com- 
munity Relationships: Mr. H. J. Southmayd, Director, Division of 
Rural Hospitals, The Commonwealth Fund, New York. 

Food Service: Miss Ella M. Eck, Billings Hospital, Chicago. 

Public Health and Community Relations: Dr. Charles F. Wilinsky, 
Superintendent, Beth Israel Hospital and Assistant Commissioner 
of Health, Boston, Massachusetts. 

Accounting: C. Rufus Rorem, Ph.D., C.P.A., Associate Director 
for Medical Service, Julius Rosenwald Fund, Chicago. 

Group Hospitalization: Dr. C. Rufus Rorem; Dr. Basil C. MacLean, 
Strong Memorial Hospital, Rochester, New York, and Mr. John 
A. McNamara, Cleveland Hospital Service Association. 

Dismissing Hospital Patients to the Visiting Nurse Association: 
Edna L. Foley, supt., The Visiting Nurse Association of Chicago. 

Lectures 

Several subjects not covered by seminars will be dealt with in lectures 
at the first morning period. Among the subjects and speakers will be: 

Hospital Law: Dean William H. Spencer, School of Business, Uni- 
versity of Chicago. 

Workmen’s Compensation: Mr. A. M. Simons, Assistant Director, 
Bureau of Medical Economics, American Medical Association. 

Hospital Councils: Mrs. Mary Hicks Bachmeyer. 

Social Service: Miss Helen Beckley, Director Medical Social Service, 
Cook County Hospital, Chicago. 

Expenses and Transportation 

Mr. William J. Mather, bursar of the University of Chicago, has 
quoted the following rates for the accommodation of registrants: 

Room Only: $14.00 per person for two weeks. 

Room and Board: $28.00 per person for two weeks or $18.00 per 
person for one week. 

Rate Per Day: $3.50 per person for room and board. 

Rooms will be available for registrants on Tuesday, September 10— 
room assignments will be made in the order in which applications with 
remittances are received. There will be small additional expenditures re- 
quired for carfare for visits to hospitals. For railroad rates and other 
details, prospective students should consult railroad or travel agents in 
their home communities or write to the Executive Secretary, American 
Hospital Association, 18 E. Division St., Chicago. 
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Hospital Claims—Their Consideration 
Under the Workmen’‘s Compensation 
Act of North Carolina 


By HONORABLE JOHN C. ROOT 
Chief Claims Examiner, N. C. Industrial Commission, Raleigh, N. C. 


N BEHALF OF THE MEMBERS of the North Carolina Industrial 
Commission as well as myself, I wish first to thank you for having 
invited me to meet with you, and for the opportunity to discuss 

a subject of mutual interest. The administration of the Workmen’s Com- 
pensation Act requires that in the proper solution of certain problems 
hospital officials and the members of the Industrial Commission maintain 
towards each other an attitude of sympathetic understanding. Such an 
understanding depends in part upon a knowledge of the provisions of the 
Compensation Law and an appreciation of the philosophy underlying it. 
The consideration of hospital claims is a duty which the law requires of 
the Industrial Commission. 1 shall not attempt to argue that in that 
respect the law is as it should be; but I shall endeavor to show that there 
should be regulation and control of charges for medical and hospital 
treatment in compensation cases, and that there are practical reasons why 
our law requires such regulation and control. 

It should be kept in mind that a workmen’s compensation law is but 
legal sanction of a compromise between employers and employees whereby 
both groups have ceded certain common-law rights in exchange for cer- 
tainty and the security which that certainty assures. The plan was so 
well conceived and has been so satisfactorily executed that the adjustment 
of industrial accident claims has in the great majority of cases become 
a matter of procedure, offering no inducement for the lawyers who seek 
speculative fees. Being a lawyer myself I can understand why some 
lawyers are of the opinion that the Compensation Law has deprived them 
of some lucrative practice. Yes, a few lawyers, as well as a few doctors 
and a few hospital officials, are critical of the Workmen’s Compensation 
Act and its administration; but in each group they constitute a very 
small minority. They seem to forget, or perhaps they do not know, that 
fully eighty-five per cent of our compensation claims would have no 


Read before the North Carolina, South Carolina and Virginia Hospital Asso- 
ciations, Greensboro, N. C., April 
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standing at common law! This means, of course, that with respect to 
industrial accident cases, the Compensation Law has greatly reduced the 
percentage of your charity patients. Doctors and hospital managers tell 
me that 40 to 60 per cent of their cases are considered as charity patients, 
and that they are fortunate if they collect 60 per cent from their private 
patients. Apparently, this situation exists throughout the nation, judging 
from the celerity with which the so-called group medical and hospitaliza- 
tion plans have recently been put into operation. Most assuredly, there- 
fore, hospitals have received decided benefits from our Compensation Law. 
In exchange for those benefits, a little sacrifice is required. Employers 
and employees have been required to make sacrifices. On the one hand, 
the employer is liable for every injury to an employee arising out of and 
in the course of his employment. On the other hand, the injured em- 
ployee is limited in his recovery to those benefits provided by the law. 
The same principle of sacrifice is required of lawyers, their fees being 
fixed by the Industrial Commission. Is there any just reason for making 
an exception in favor of a doctor or hospital? They enjoy the same 
assurance of payment as is secured to injured employees and their attor- 
neys. I am speaking of a law which is humanitarian in its purpose and 
social in its nature. Should it be said of such a law that it imposes a tax 
upon employers and employees, subjects both to absolute control, elimi- 
nates the damage-suit lawyer, but places no limit upon fees to be charged 
by doctors and hospitals? 


Perhaps a better appreciation of our Compensation Law as it affects 
hospitals may result from a brief comparison with other such laws, past 
and present. In the earlier laws, as in England, for instance, there were 
no provisions for the payment of medical and hospital bills. Those laws 
respected the so-called sacred contractual relation between the doctor or 
hospital and the patient, and true to the philosophy thus recognized the 
doctor and hospital looked to the patient for their fees. Such laws didn’t 
mean a thing to the doctor or hospital. Later, medical benefits were 
provided, but they were paid to the injured employee—the doctor and 
hospital being required to collect from him, if they could. Then there 
was conceived the idea of direct payment to doctors and hospitals, but 
payment was limited to either a certain number of weeks or to a certain 
sum. Many such laws are in effect today. I believe it is fortunate that 
in North Carolina we have a Compensation Law which places no limit 
upon the cost of treatment, and which requires control only to the 
end that such cost be kept within reasonable bounds. Our law provides 
unlimited medical care so far as time and cost are involved, but subject 
to regulation consistent with the social status of the patient and the 
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nature of his injury. This is not new in principle. It is but an adapta- 
tion of a rule which doctors and hospitals have followed for generations. 
So far as I have been able to learn, the few criticisms of the Industrial 
Commission by doctors and hospital managers have related to the Com- 
mission’s approval of some bills for amounts less than as rendered. Pass- 
ing upon bills is no pleasant duty, I assure you; but a duty it is never- 
theless. I now quote from section 64 of our Compensation Law: 

“Section 64. (a) Fees for attorneys and physicians and charges of 
hospitals for services under this act shall be subject to the approval of the 
commission; * * *, 

(b) Any person (1) who receives any fee, other consideration or 
gratuity on account of services so rendered, unless such consideration or 
gratuity is approved by the commission or such court, * * * shall be 
guilty of a misdemeanor,” etc. 

It should be obvious, therefore, that the Industrial Commission has not 
undertaken to arbitrarily regulate your charges. Yes, these are broad 
powers. They are not to be exercised blindly, and so the legislature pro- 
vided a means of guidance for the Commission in this important work. 
I quote from section No. 26 of our Compensation Law: 

“Section 26. The pecuniary liability of the employer for medical, 
surgical, hospital service or other treatment required, when ordered by 
the commission, shall be limited to such charges as prevail in the same 
community for similar treatment of injured persons of a like standard of 
living when such treatment is paid for by the injured person. se 

I assure you that no bill is reduced by the Industrial Commission except 
when the record of the case to which it relates indicates that a reduction 
is required under a reasonable application of the law to the apparent facts 
in the case. Surely, no one will deny that section 26, from which I have 
just quoted, prescribes a very definite limitation upon the employer’s 
liability for the treatment of an injured employee. In section 25 of our 
Compensation Law there is a further limitation restricting liability to 
reasonably necessary treatment. 

Of course, there are persons who are by nature opposed to any form 
of regulation. They exemplify a type of “rugged individualism.” Please 
do not misunderstand me. I see nothing wrong with individualism ex- 
pressed within certain bounds. But there are limits beyond which it 
invites self-destruction and becomes a terror to others. You know what 
I mean, for you are today in convention assembled. You are here not 
that each of you may declare your independence of the others; but that 
through a process of give and take you may evolve methods assuring 
uniform benefits for all. There grows out of such cooperative effort 
consideration for the other fellow and his problems, without which there 
can be little hope for the individual. Granting that there is some justifi- 
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cation for the attitude of the man who says, “I am operating my own 
business, and as a matter of principle I resent any interference respecting 
my methods or the charges I make for my services,” yet the justification 
weakens when his activity becomes social in nature. The truth I am 
endeavoring to point out is well illustrated by a rhyme I once heard, and 
which was doubtless written about a man who carried his “rugged in- 
dividualism” too far. It ran something like this: 
“Here lies the body of William Jay, 

Who died maintaining his right-of-way; 

He was right, dead right, 

As he sped along; 

But he’s just as dead as if 

He’d been dead wrong.” 

The application I wish to make is that if there were no control of the 
cost of treatment in our compensation cases, there would be danger of 
practices which if indulged in on the part of even a comparative few 
would inevitably “kill the goose that laid the golden egg.” For I wish 
to remind you that the Compensation Law is the only law that has 
actually put money into the tills of the doctors and hospitals. 

It will interest you to know what the Commission’s experience indicates 
are the major problems arising out of the consideration of hospital bills. 
There are just three of them: 

1. Unnecessary hospitalization, or hospitalization for a longer length 

of time than is necessary. 

2. Charging more in a compensation case than is charged a private 

patient. 

3. Insisting upon the fees published in the Fee Schedule, which fees are 

maximum fees. 

It would be unreasonable to suppose that hospital officials could, upon 
admission of a patient, always decide whether the patient’s condition 
required hospital care; but none will doubt the impropriety of keeping a 
patient at the expense of somebody else when he requires very little besides 
a place in which to eat and sleep. Why hospitalize a patient for an ordi- 
nary sprain, or a fractured ulna or radius unless a reduction under a 
general anesthetic is required, and then for longer than two or three 
days? Why assume that because the patient required hospital care when 
admitted he should remain in the hospital until a day or two before he 
returns to work? Will you not agree with me that with but few excep- 
tions a patient who is ambulatory ought to be discharged from the hos- 
pital rather than kept there at the expense of somebody else? Considering 
the social character of our Compensation Law, is it right to charge more 
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for the care of a compensation patient than is regularly charged for 
similar care of a private patient? I anticipate disagreement respecting 
the last question, as it involves the matter of the per patient day cost of 
the institution making the charge. Certainly, some regard should be had 
for the per patient day cost; but is there not danger in adopting it as a 
uniform measure of rates for compensation cases? If on the basis of 
established rates a hospital is losing money on its private patients, how far 
can a “cost-plus” policy be carried with respect to compensation cases 
without actually taxing employers to the extent of absorbing a part of a 
loss for which they are not responsible either directly or indirectly? 
Again, just what enters into your per patient day cost? Your own cost 
may be quite reasonable due to business foresight and economical adminis- 
tration. A competitor’s cost may be much greater because of extrava- 
gance, indiscriminate buying, or unwarranted expansion. You are entitled 
to “cost-plus” for your services; but should a law like the Compensation 
Law be used as a vehicle for the payment of a premium upon that 
competitor’s extravagance, or bad business judgment or lack of patronage? 
Some who object to the Commission’s approval of fees undertake to justify 
all charges, even for luxuries, and for treatment of doubtful necessity, on 
the grounds that the bill is to be paid by a rich corporation—an insurance 
company. Suppose we look at the facts. Does the insurance company 
pay the bill? As Andy would say, yes and no—mostly no. It pays the 
bill to somewhat the same extent that the bank pays me ten dollars when 
it cashes for me your check in that amount. None will deny that the 
bank actually delivers the money to me; but who paid the money? By 
that I mean, who parted with value, you or the bank? When the com- 
pensation insurance carrier issues a draft in payment of a bill for treat- 
ment given a compensation claimant, it is the employer who pays. In 
this connection, it must be borne in mind that compensation insurance 
rates are based upon loss experience, which includes compensation paid to 
injured employees and sums paid for medical and hospital treatment. 
When these costs exceed the normal loss ratio, the insurance rates are 
increased, and the insurance company’s loss is in that manner passed on to 
the employer. So, I trust it is plain that in considering your charges the 
insurance companies do not enter into the picture at all except in so far 
as they act as a sort of clearing house in handling the employer’s money. 


I have been requested to say something about the Commission’s attitude 
towards laboratory fees. As a rule Compensation patients do not need 
nearly so much laboratory work as other types of cases, and seldom is 
more than the routine for admittance required. We have felt that the 


cost of routine laboratory work should be considered as having been 
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included in the per day charge for hospitalization. But if your total 
bill in a particular case, including your per day rate of $3.00—or what- 
ever it may be—and your charges for such extras as drugs, dressings and 
routine laboratory work, does not exceed the scheduled maximum per 
day allowance, there is no reason why you should not show your routine 
laboratory charge as a separate item. The same is true of charges for 
drugs and dressings. It is not expected, however, that your total bill 
will in each case show an average maximum cost. Hospitals pay about 
the same for drugs and dressings, but they do not all charge the same 
rate per day for bed, board and general nursing. For the treatment of 
similar cases the bills from different hospitals should vary in the same 
proportion as their rates per day vary. Charges for special laboratory 
work are approved when the necessity for such work has been established. 
I believe you will understand why the Commission cannot conscientiously 


approve charges for frills. 


Having briefly reviewed some of the problems suggested by my subject, 
I hope you may better understand the Commission’s task. We are en- 
deavoring to deal with these problems intelligently and fairly. In that ef- 
fort we invite your cooperation and constructive criticism. The Commis- 
sion has always welcomed your assistance, as witnessed by its meeting with 
gentlemen representing your organization when adopting the fee schedule. 


“ee 





Dr. H. L. Dunn Appointed Head of the Bureau 
of Vital Statistics of the Depart- 
ment of Commerce 


Dr. Halbert L. Dunn, who succeeded Paul H. Fesler as superintendent 
of the University of Minnesota Hospital, Minneapolis, has been appointed 
head of the Bureau of Vital Statistics of the Department of Commerce, 
and will resume his new duties in Washington on July 1st. 


Dr. Dunn had his early training at the Mayo Foundation, and his work 
at the University of Minnesota has particularly fitted him for his new 
position. The government has made a wise choice in selecting a capable 
hospital administrator, who is thoroughly familiar with vital statistics, 
to become the head of this important Bureau of the Department of 
Commerce. 
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Group Hospitalization Insurance— 
Its Legal Relationships 


By HON. WM. McGRAYW, 
Attorney General of Texas 


AM GRATEFUL for the kind invitation of my friend, the former At- 
I torney General, that brings me here today. As I speak to you, I 

speak as an individual and not as your Attorney General. My in- 
terest in you and my high regard for the profession that you follow is 
such as causes me to count your association and its activities as of tremen- 
dous public importance. Your institutions are more heavily freighted 
with public interest than any other organizations in our land. 

Mankind today as always, mixes science, superstition, experience and 
even fraud and from that mixture produces what men call religion and 
medicine. In some instances the church both cures upon this earth and 
insures eternal salvation. The medical profession through the years have 
striven to set up honest and real standards for medical practice. Their 
efforts have not been in vain, although often times superstitions seem to 
rule heavily with large groups. 

Every man who lawfully engages in the practice of medicine in Texas, 
engages in a public business in the same full measure as though he held 
a public office. Every citizen is-rightfully interested in the assured ability 
of every doctor in this state. We are all equally interested in every hos- 
pital. This is true, whether the hospital be supported by a religious 
denomination or a fraternal order. We may differ on many problems but 
so far as medicine is concerned, we have but one purpose and one goal. 

In the last few years the idea of hospitalization through organizations 
has been well established throughout the land. We can readily under- 
stand the worthy motive of the good citizen who is willing to lay aside 
a bit each month that he may be certain that the sickness of his loved 
ones will be properly attended. 

Often great service involves equally great danger. This is true as you 
move forward with your contracts of hospitalization. I am certain that 
my neighbor, Brice Twitty, with his great Baptist hospital in Dallas can 
and will live up to the letter and spirit of any contract that he may sell 
and in to which he may enter. I am equally sure that the same is true 
of every hospital member of this association. This faith comes, because 
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I know your high ethics and keen sense of responsibility assure the world 
of the worthiness of any enterprise into which you may enter. 


Your danger and the public’s danger is the faker. There are but few 
men in this world who are so wretched that they would not, for a few 
pennies a day, insure themselves, their wives and their children full pro- 
tection in the sad hours of illness. As this hospital field enlarges, the 
people will be made the object of prey. When a single unworthy hospital 
enters your field you may be sure that you pay the penalty, your institu- 
tion represents the best that is in your lives. You have given yourself to 
the service of others, your compensation has been slight. In fact your 
good name and the faith of your people is your sole assets. You have 
earned that proud title. 

You may call hospitalization contracts of insurance, or you may call 
them contracts of service, but whatever name, they represent equally the 
same thing. If any institution in this land enters into such a contract 
and fails in its fulfillment, then the holder of that contract becomes an 
advocate against you and a constant burden to reputable institutions. Do 
not feel that yours is a separate institution to the general public, a hos- 
pital is a hospital, a doctor a doctor and the failure of one casts a shadow 
upon all. 

Your danger is not in your weakness, but in the certainty that the 
selfish and greedy will enter your’ field and as they rob and plunder will 
destroy your opportunity for service. 

You must seek the supervision of the government. You must see to 
it that no man or institution engages in a contract or hospitalization un- 
less he has behind him sufficient of means and enough of ability to fulfill 
his contract. You must see that the proper rates are made and main- 
tained. 

I have thought a long time about this, because among you I have 
many friends who have been kind to me and I am concerned about your 
welfare. As I have thought about hospitalization I have not thought 
about it from your standpoint but from the standpoint of the people. 
Your success does not depend entirely upon your own efforts. You may 
be devoted, skillful and careful but you may fail. The insurance field is 
a peculiar field because it is impossible to privately conduct an insurance 
business. It is impossible to privately conduct the practice of medicine. 
Every citizen in your community has an opinion of you, either favorable 
or otherwise. Men have confidence in certain companies because they be- 
lieve the government stands with that particular institution. I would 
suggest as an individual citizen not to avoid the searching light of 
regulation. I would find it and hold it close to me. 
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The great majority live in our cities and towns and are not engaged 
in farming and stock raising, but in business enterprises. The govern- 
ment now takes part in our businesses and necessarily so. Almost every 
business is in the same condition—our interests are common—your wel- 
fare is my welfare. Our government is not our common enemy but a 
part of us. Our government is just as good as we care to make it. So, 
my good friends, if there be one group in the United States that ought 
to’ think quietly and from the angle and standpoint of every man, the 
hospital group should. Fortify yourselves because I recognize the fact 
that there is an outstanding field for the service you can perform. Make 
certain that the first rays of hope and happiness are not to be dissipated 
by the viciousness of those who come to scheme and make money. If I 
were standing in the shoes of the reputable hospitals of Texas I would 
build a wall high enough to insure that no unworthy man or institution 
would ever invade the premises. By statute you may say to those who 
are unworthy, “Thou shalt not enter.” Your government will help you. 

As an individual citizen I have earnestly said to you what I have. It 
is a matter of first importance. No one is going to hurt the interest you 
represent, they are too sound. The law works no hardship upon those 
whose intent is sound, whose foundation proper. The law never punishes 
good folks. Make certain that you safeguard your own standing. You 
can be proud of who you are—you represent the best element in this land, 
the citizens look to you for their health. 

Your business is too important to be marked by mistakes. You repre- 
sent the thoughtful element, sound values as men can think. I am certain 
you will understand my suggestion. This word of warning comes from 
one who has the full regard that you deserve. 


Good Positions Taken by Hospital Administra- 
tion Students at the University of Chicago 


Three of the six students who have been pursuing the graduate course 
in hospital administration opened last autumn in the School of Business 
at the University of Chicago have at the end of the spring quarter been 
offered and accepted excellent positions. Arthur C. Bowles, M.D., has 
just started as assistant superintendent of Grasslands Hospital, Valhalla, 
New York, under Dr. C. E. Munger. Miss Gertrude Kroeger, R.N., will 
do research work with the Julius Rosenwald Fund. Miss Nellie Gorgas, 
A.B., will be assistant to Dr. Arthur C. Bachmeyer in the University 
Clinics of the University of Chicago. 
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The Washington Plan for Medical 


Economic Security 
By BETTY MARTIN SNYDER 


UT OF THE MAELSTROM of the past five years have come problems 
to haunt the medical profession, bewildering problems with 
which physicians and hospitals were alike unfitted by experience 

to deal. On the one hand the hospitals have seen the number of their 
free dispensary patients mount alarmingly; on the other, doctors have 
witnessed their incomes dwindling while their work in dispensaries, often 
financed largely through their own contributions, made increasing in- 
roads on their time. 

The psychological effect of a reduced scale of living has made itself 
felt more acutely in the medical profession perhaps than in any other 
one field. It has become “smart” to be poor, people who once patronized 
exclusive shops now buy in the dime stores and brag of their economy. 
It wasn’t long until such people began to regard their doctors and den- 
tists with calculating eye and decide that it was silly to pay for services 
that could be obtained free. So they hied them to the nearest clinic 
where they were treated, often by the same physicians to whom they 
had been wont to go, but whose fee they would no longer have to pay. 

The city of Washington began the year 1935 with an undertaking to 
remedy that situation. The Medical Economic Security Administration 
was established and the entire nation prepared to watch one city’s strug- 
gles to adjust medical needs and facilities. The usual chorus of “It can’t 
be done” was chanted aloud but after a five month trial the Doubting 
Thomases are disappearing, delegations from other cities are arriving to 
ask the how and the wherefore, and Washington believes it has found 
the key to a difficult situation. 


KEY TO ABBREVIATIONS ON CHARTS 
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The Medical Economic Security Administration is guided by Ross 
Garrett who acts as coordinator for the city’s medical and dental re- 
sources. The Administration embraces three branches, the Central Ad- 
mitting Bureau for Hospitals, the Permit Bureau of the Board of Public 
Welfare, and the Medical-Dental Service Bureau. 


To the Central Admitting Bureau is given the task of handling all 
those who apply for Community Fund aid in sickness. A fund of 
$300,000 is allocated to nine hospitals. The function of the Central 
Admitting Bureau lies in administering that sum, $200,000 for in 
patients and $100,000 for out patients, to the greatest advantage of the 
hospitals and the patients. Hospitals are relieved of the drudgery of 
trying to collect bad debts and of investigating claimants for free or 
part-pay care. Instead of the haphazard methods of a former day, ap- 
plicants for hospital care, whether in the wards or out-patient depart- 
ments, now present cards from the Central Admitting Bureau which 
guarantees the hospital full payment for services to be rendered. 


The Bureau establishes the eligibility of all who receive Community 
Chest aid in obtaining hospital facilities of any kind. But it goes further. 
Through its own unique system it finds what patients are able to pay 
in part or in whole through a budget plan for their care. 


Administration is simple and rules flexible. The effort is always to 
stretch the regulation to fit the case, never to whittle the individual down 
to a set classification. Patients are referred by their own doctors or sent 
by a hospital dispensary. 

For care in an out-patient dispensary, the applicant is supplied with 
a card entitling him to examination and treatment in a specified place; 
only emergency treatment is given by a hospital to a patient who has no 
card, and then with the understanding that further care will be admin- 
istered only after the case has been cleared through the Central Admit- 
ting Bureau. In this way is obviated all duplication and the familiar 
chronic complainer who takes his ills, real and fancied, from dispensary 
to dispensary is halted at the spot best calculated to care for his needs. 

Arrangements are made to look after the patient according to his needs 
and payments are in proportion to his income and responsibilities. The 
man whose income is $2,000 a year and who is supporting a wife and 
seven children may be expected to pay less as his share for his hospital 
room than is the man making $1,200 but who has only his wife depend- 
ent. There are no hard and fast rules. Each case is handled on its 
merits. 

The Central Admitting Bureau guarantees payment to the hospital for 
every patient cleared through its channel. The bill may be shared by 


[100] July, 1935 





LTTE 





ae 


= 
2) 
4 
ww 
NX 
r,s 
=) 
2) 
i) 
Y 
bw 
N 
| 
be os 
\ 
MN 
~ 
fe 
Q 
Y 
io) 
~ 
mM 
os 
wT 
1S) 
— 
Re 


4 


BULLETIN of the AMI 


4 


THE 





“Lda Ld-1No L2qT°Ld-NI 


STVLIdSOH TVZIOINAN ® LOVELNOO 





LYVHD NOILYZINVOHO 





asuedx4 
Mal Pues Bro - [VOT NedvuIeyY 
eUTSINN - [Squad = Teotpay 
STWLIdS OH 
cone Sisisnaa “*=<< SNVISISAHd 











| 

















Squowfey potieseq uo 7 
asuadxg TeOTpawW TTe 105 
qunoooy uedo SuyFutisy 
‘a ’S 'G ‘n 
WIOWNV 











| 


e# WHOd °V°S°AI°R 





“ldid ‘ld * GNO “hdd dew 


STVLIdSOH SLvAI ud 








| 








preg OFUTTO 
etts *upy utnss J 
Hg “WD 
ESMYOK TWIOOS TWOICSN 








| 


J 











*ad “WY *d BSeTTI ta95eN | 
“a °S ‘S Setts sesepy | 
| 


| 
SHOLYOTLS ANT 














oa) 











| “e. "oS °a OR 
i ANVETASNOOD Loan 





| 





‘Ha ‘tT °9 
VIATIATSLINI 





4 








Situ ata 


| 





MUSIO MHOOIN - LSINOILAVOSU | 





BIQuMToO) JO 1OTISTG 10" 


BOILVELSINIWGY ALIUNOAS OINONOOZ TYOICTH 





ee eran Sa tere ere 





[101] 


July, 1935 





THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


the patient and the Community Chest or the patient may promise to 
cancel it on a deferred payment plan. It is all one to the hospital which 
receives its check from the Central Admitting Bureau each month for 
the number of patients treated. 


It is interesting to note that 14% of those who applied with hope of 
not paying were able to assume the entire burden or a good portion of 
their hospitalization if the proper machinery availed itself to them. 


Through an allocation of patients, existing hospital facilities are utilized 
to the greatest advantage of the patient and of the institution. By in- 
vestigation it has been found that a number of patients listed as indigent 
were really able to pay varying sums and they have been moved from 
Gallinger Municipal Hospital to wards in other institutions. So free 
beds are made available for those who really cannot pay, other hospitals 
are assured remuneration for their work, and often interesting teaching 
material is brought to hospitals with medical school affiliation. 


Once the Central Admitting Bureau finds that a patient is unable to 
pay anything for his hospital care, the case is given to the Permit Bureau 
of the Board of Public Welfare. While separate entities, the two bureaus 
are closely knit in their work and cooperate to check cases and above 
all to prevent imposition and fraud. 


Members of the medical and dental societies of the District of Columbia 
together with the hospitals, have added a third division to the Medical 
Economic Security Administration known as the Medical-Dental Service 
Bureau. It is a cooperative, non-profit making undertaking to adjust 
payments for old, present or contemplated medical, hospital or dental 
care. It is designed for the use of anyone having financial problems and 
medical needs. Individuals are studied as to financial stability and a 
budget plan worked out whereby they may clear old debts or contract 
to pay for necessary future services. 


These are the people of whom it has long been said, “There is no place 
in the medical scheme for the middle class person. The rich can afford 
to pay and the poor have no qualms about accepting charity. The in- 
betweens are too proud to beg and too poor to pay the high fees charged 
for proper care.” Through individual plans worked out for them, through 
the cooperation of physicians and dentists who cut their fees to fit the 
purse of the patient, and through the efficient coordination of all the 
city’s medical and dental facilities this class is allowed to retain its self 
respecting pride, to pay its way in whole or in part, and to secure all 
necessary treatment and hospitalization. 


(Continued on page 178) 
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Progress in Group Hospitalization 


By FRANK VAN DYK 
Executive Director, Associated Hospital Service of New York 


VER SINCE the time the voluntary hospitals found it necessary to 
charge patients for services rendered, hospital administrators have 
faced the vexing problem of bringing such charges within the 

scope of the financial ability of the average patient. Many have tried 
to find a solution to this problem and have tried to adjust their rates 
in accordance with the needs of the patient. Such a procedure, however, 
did not satisfactorily answer the problem because not only would the 
hospital incur operating losses but the patient himself would, in many 
instances, fall into the category of a part charity patient. 

Since hospital costs cannot be brought below an irreducible minimum, 
unlike manufacturers of commercial products such as automobiles, radios, 
etc., it is not possible to fix costs which will allow for various rates 
that will fit the pocketbooks of any type of individual and at the same 
time suffer no operating loss. 

This situation forms the background against which group hospitaliza- 
tion offers a refreshing contrast in that it provides the opportunity for 
the hospital to render services on a financial basis within the reach of 
practically every individual and at the same time enable the hospital to 
avoid financial loss. 

No satisfactory solution to the problem appeared until the successful 
experiment of the Baylor University Hospital at Dallas, Texas, was made 
known to the hospital field at the convention of the American Hospital 
Association in Toronto nearly four years ago. Real impetus, however, 
did not get under way until the convention of the American Hospital 
Association the following year in Detroit. At that meeting further prog- 
ress reports from Dallas together with reports of studies undertaken by 
various hospitals and hospital organizations supplied sufficient facts and 
information so that many hospital administrators felt that here at last 
was a plan that was sound, that was economical for the patient, beneficial 
to the hospital and indirectly to the doctor. 

New Jersey played an important part in the development of group 
hospitalization and contributed much experience and helpful information 


Delivered before the New Jersey Hospital Association, Atlantic City, June 14. 
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to the hospital field. The activity of the Hospital Council of Essex 
County in its work of investigating the operation of the plan in Dallas 
and its subsequent comprehensive study provided important data which 
proved to be exceedingly helpful in the establishment of the Hospital 
Service Plan of the Associated Hospital Service of Essex County as well 
as others. 

It was the information contained in this report that enabled the Eliza- 
beth General Hospital to launch a group hospitalization plan some months 
prior to the plan of the Associated Hospital Service of Essex County. 

The reported experience of the plan in Essex County was used in many 
parts of the nation as a background and basis for plans that have been 
inaugurated in recent years. 

There are now approximately fifty communities in the United States 
which have group hospitalization plans in operation and many more are 
completing arrangements for the initiation of such a plan. 

The plan of the Associated Hospital Service of Essex County was one 
of the first which provided the opportunity of free choice of practically 
any of the hospitals in the community. This was an important forward 
step since it allowed for free choice of a hospital and consequent free 
choice of the physician. 

Many of the criticisms leveled against group hospitalization plans were 
founded on the fact that plans did not allow for free choice of the 
physician because only one or a few of the hospitals in the community 
participated in the operation of a plan. This criticism was well founded 
because the plan in such a case did interfere with the important patient- 
doctor relationship. With the removal of the cause of this criticism 
there was little basis for criticism on the part of the medical profession, 
provided that the provisions of the plan did not interfere with the doctor- 
hospital relationship or in any way allow the hospital to engage in medical 
practices. 

The successful operation of a group hospitalization plan largely rests 
on the fundamental principle of cooperation. In recent years we have 
come to realize more than ever before the value of cooperation in almost 
any field of endeavor and the hospital field is no exception. Group hos- 
pitalization particularly is deeply rooted in this principle because under 
this plan benefits are provided only by cooperation and this could not 
be obtained by an individual. For example the plan cannot be operated 
on a sound economical basis when applied to individuals. The very 
term “group hospitalization” means that there must be a group of per- 
sons who share equally in the creation of the benefits which may be 
needed by any member of the group. In a community where more than 


July, 1935 [105] 





THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


one hospital exists cooperation among the hospitals participating in the 
plan by their agreement to furnish specified services at a fixed rate per 
day likewise spells cooperation in its highest sense. 

Moreover the successful operation of the plan involves cooperation 
of the hospital in relation to the public it serves. 

No community hospital organized for the purpose of rendering com- 
munity service should interpret its participating in group hospitalization 
plans other than that it represents an obligation consistent with its spirit 
of service to humanity. Hospitals indeed render a marked humanitarian 
service in making its facilities and services available for the sick and 
injured of the community. But its obligation does not rest there, how- 
ever, if it has not done its part in making it possible for the people of 
the community to share in such benefits. Group hospitalization offers 
such an opportunity to our community hospitals. 


The benefits of group hospitalization plans in the main, first were 
available only to gainfully employed persons. The reason for this is 
obvious after a moment’s reflection. In the first place it was more con- 
venient to make the plan known to employed persons because they were 
organized in groups at the place of their employment. Moreover this 
reduced the effort and cost of operation of the enrolled subscribers. Sec- 
ond, but quite as important, was the fact that gainfully employed persons 
represented a much more favorable selection because it was assumed that 
if a person was employed he was obviously in at least average or normal 
health and the enrollment of such subscribers thus reduced the possibility 
of adverse selection. 

It was important that the wage earner of the family receive first con- 
sideration because when that individual became ill and in need of hospital 
services usually the family income either diminished or vanished entirely 
and in addition heavy expenses would mount. The same situation of 
course would not apply in the case of a housewife because at least the 
family income would be unimpaired. 

The public, however, soon after it came to realize the benefits of the 
plan more or less demanded the same measures of protection for other 
members of the family. Obviously if the benefits of the plan were im- 
portant to the head of the family they also would be of importance to 
his dependents. 

As soon as reasonable periods of experience were obtained various plans 
throughout the country gave consideration to this important develop- 
ment. 

Many have provided benefits to family groups in the form of dis- 
counts on their hospital bills while others have included full benefits at 
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either the same rate or adjusted rates. Baylor University Hospital, a 
little more than a year ago, introduced a plan which covered the entire 
family at one rate. This appears to be the most desirable solution of that 
problem. The absence of factual information, however, has made it dif- 
ficult to set up a complete family plan with adequate assurance of its 
economical soundness. About a half year ago the Associated Hospitals 
of Essex County undertook what is believed to be the most extensive 
and comprehensive study to obtain such important factual information. 
Field workers were engaged to call on the subscribers to the plan in 
Essex County for the purpose of obtaining information regarding the 
make up of family groups, number of dependents, their various ages and 
sex and also to obtain the extent of hospital care received in the preced- 
ing two years. This information was a source of invaluable data which 
enabled the Board of Trustees to reach a decision to extend the plan to 
provide benefits in such a form. This information was made available 
to Elizabeth General Hospital and enabled them to launch the family 
plan which they recently announced. We understand that Essex County 
expects to launch a similar plan almost immediately. 

Experiments throughout the country have indicated that the actuarial 
basis of a group hospitalization plan is wholly sound and with proper 
safeguards to insure the fundamental actuarial principle there is no reason 
to doubt the financial and complete success of the plan. 

It has been interesting to note that in the comparison of the experience 
of plans in several large cities, namely Essex County, Cleveland and New 
Orleans, the ratio of demand for hospital care shows very little differ- 
ence. In Essex County the experience in the first two years showed that 
the demand for hospital care among employed groups remained practically 
stationary. ‘This appears to give ample grounds to prove the stability 
of the plan. 

Thus far the majority of plans in operation throughout the country 
are in urban communities and so far there has been little experience in 
small communities where only one hospital exists. In the light of the 
experience gained during the past five years there seems to be no reason 
to believe that the plan could not be operated safely in such a commu- 
nity. Insofar as the hospitals are concerned there is very little risk be- 
cause in no instances to my knowledge has the income to hospitals been 
lower than the normal income per patient under the present fee for 
service basis. 

Many small communities have hesitated to launch the plan because of 
the fear that the absence of any large organized groups such as occur in 
industries and large business organizations would prevent the success of 
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the plan. This has not been borne out by experience. In the first month 
of operation of the plan of the Associated Hospital Service of New York 
fully two-thirds of the subscribers enrolled to date have been enrolled 
outside of such organized groups. Obviously the same conditions could 
take place in a small community. 

Experience has pointed out that public education of the merits of the 
plan is highly essential to its success. The term “group hospitalization” 
in itself is a difficult one for the layman to understand. 

In my experience I have found many people who have hesitated to 
enroll for the reason that they felt that there must be a catch in the 
plan because it sounded too good to be true. Only proper public educa- 
tion can overcome this attitude. The experience in New York City 
provides ample proof of this statement. 

Prior to the launching of the plan in New York advance publicity over 
a period of several weeks created such a tremendous response that it 
almost overwhelmed the staff in charge of this operation. After six 
weeks of operation in New York no presentation of the plan to groups 
has been made other than those which have been requested. Public edu- 
cation alone has been responsible for the tremendous volume of inquiries 
from both large and small groups of potential subscribers who have 
sought the opportunity to participate in the benefits of the plan. 


In the development of the plan it has been interesting to note the 
favorable change in attitude of the members of the medical profession. 
At first they were skeptical as to its effect upon their patient and hospital 
relationship but as experience was gained all of their early fears were 
disintegrated in the light of experience. 

In the New York metropolitan area the Co-ordinating Council of the 
Five County Medical Societies gave its full endorsement to the plan cover- 
ing all its provisions. Certain medical groups, however, still remain un- 
favorable to the plan particularly the roentgenologists. But as long as 
plans provide an income equal to the average per diem cost of the hos- 
pital service there remains every opportunity for the hospital to ade- 
quately compensate the roentgenologists for services rendered on practi- 
cally the same basis as now exists. 

In various states the Insurance Departments have ruled that the opera- 
tion of the plan comes within their jurisdiction and supervision. The 
early experience in New York City has proven that the supervision and 
approval of the Department of Insurance is a helpful safeguard and 
serves to create the confidence of the public. Moreover such supervision 
will help to prevent the diversion of funds created by subscription pay- 
ments for any other purpose than the payment of hospital bills incurred 
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by subscribers. Obviously the payments made by subscribers are in the 
nature of trust funds which can be properly used only for the payment 
of their hospital care. There have been occasions where hospitals have 
obtained an erroneous impression that the payment of such subscription 
fees may be made available to the general funds of the hospital. This, 
of course, would represent an unethical procedure. 

So far no experience in group hospitalization has indicated that the 
operation of such plans interfere with fund raising efforts in behalf of 
hospitals, including Community Chests. It is evident that the public 
has gained the right impression that such plans are not fund raising 
efforts for hospitals but are in the nature of protection extended to the 
people of the community served by the hospital. 

So far as the hospital’s public relationship is concerned, under the oper- 
ation of these plans there is ample evidence to prove that good-will 
towards hospitals is immeasurably increased. Moreover it places the hos- 
pital in a strategic position when it participates in a group hospitaliza- 
tion plan, by doing its share in providing economical hospital service and 
thus avoiding the criticisms of high hospital charges with which you are 
so familiar. 

In other words the responsibility of meeting high hospital charges now 
rests with the community and not with the hospital since the hospital 
has made it possible, under the terms of the plan, to avoid charges be- 
yond the reach of persons of modest means. 

Group hospitalization in the final analysis represents the hospital’s part 
in meeting the changed conditions. It is still in its infancy but the 
early experiments have indicated that it is destined to take an important 
place in the field of community hospital service. 


e~ 





Samuel W. Rice, Jr., resigned as assistant superintendent of the 
Youngstown Hospital, Youngstown, O., to accept the position of super- 
intendent of the St. Barnabas Hospital, Minneapolis, Minn. Mr. Rice 
succeeds Miss Hartry who resigned some time ago because of ill health. 


Clara Coleman resigned as superintendent of nurses of the City Hos- 
pital No. 1, St. Louis, Mo., effective June 10. Her successor has not 
been appointed. 


Clara Pierce has resigned as superintendent of nurses at Christ’s Hospi- 
tal, Topeka, Kans., to accept a position with the Rockefeller Institute, 
WN. ¥. 
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Hospital Legislation in Ohio 


By B. W. STEWART, 


Superintendent, Youngstown Hospital, Youngstown, O. 
’ < d § > 


OSPITALS IN THE State of Ohio about the year 1928 were much 
concerned about the losses from auto accident cases. 

In 1929 a questionnaire was sent to the hospitals in the State 
and when the information was compiled it showed that hospitals were 
losing about $350,000.00 per year on these cases. A bill was prepared 
and presented to the Legislature in 1931; this bill was defeated. Another 
bill was prepared and presented to the Legislature in 1933, and was 
passed in June, 1933. 

The law covers non-residents if they are injured on the highways in 
the State of Ohio. The per diem cost includes the total cost of operat- 
ing the hospital divided by the total number of patient days for the 
previous year. It does not include interest on capital indebtedness, de- 
preciation, or the cost of the Out-Patient Department. 

If no annual report has been filed with the State Department of Health, 
no rate shall be certified. This puts “teeth” in the old Section 1236-6 
of the General Code, which requires an annual report to be filed, but 
does not provide a penalty under the Industrial Commisssion law. If 
no report has been filed by a hospital, they are paid at the rate of $3.00 
a day. A few hospitals having a low per diem cost on account of having 
a convalescent home, home for the aged, in conjunction with their hos- 
pital, refuse to file an annual report so that they can collect $3.00 a day. 

In preparation for the second attempt in having this law passed we 
prepared a bulletin; a copy of this was mailed to every member of the 
Legislature. We are quoting below some of the information contained 
in this bulletin: 

The automobile is a worse agent of destruction than the World War. The 
following figures were prepared by the Travelers Insurance Company: 

50,510 members of the A. E. F. killed in action and died of wounds 
during 18 months of World War. 

182,674 members of the A. E. F. wounded, not mortally, in action 
during 18 months of World War. 


53,650 killed in automobile accidents in the U. S. in 18 months 
ending December 31, 1931. 





Presented before the Tri-State meeting, Chicago, May 3. 
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1,576,840 injured, not fatally in automobile accidents in the U. S. in 
18 months ending December 31, 1931. 

A review of automobile accident deaths in the U. S. by five year 
periods shows: 


SF yeatsy Chee iil Le Wc o << ci ecisiedoe'c.vie vedo ewata a aus 58,552 
W TEas CHUEU Mi NOR Oe cc noon Nawaseneaenes aa 98,551 
F OARS: CROCE I RON ws cro oes od c. cei noe oiaias ola ele ma eiwia 132,732 


A careful study of the problem has been made by hospitals for three years 
in the State of Ohio with the following results: 


For the year ending June 30 1930 1931 1932 

Number of cases treated......... 21,905 21,056 22,396 
Number admitted to hospitals... . 9,882 8,889 9,911 
Number of days in hospital...... 124,661 113,811 123,741 
"FOCAE COSE: 6:6 5 oo cee « o'e w woo veils c OCA a Ee $634,391.58 $665,721.44 
ROCA. CONCELEE wise e065 acvece dete 344,379.90 295,861.29 318,366.92 
Votal uncollected. « oc06 ccs cases 346,967.34 338,498.29 347,394.52 


This survey shows that automobile accidents cost the hospitals of the State 
more than a million dollars in three years. This has also been the experience 
of other States keeping a record of automobile accident cases. This loss cannot 
go on indefinitely as hospitals have reached the limit of their resources. 

This bill does not provide payment for the person able to pay his own bill. 
It only provides the per capita cost per day to hospitals as certified by the State 
Department of Health, and not to exceed $6.00 per day. Therefore, hospitals 
cannot make a profit on these cases. The bill also provides that in case the 
hospital is able to later collect an account through insurance or otherwise, that 
has been paid by the State, the money shall be refunded to the State Treasurer. 

An analysis of the Approximate Income of the Highway Department Total 
Revenue for the Year 1932 Shows: 


56.25 7) Of the GaeOlne tak. Meco c5cs eat cenee we neewaner oaate $21,400,000.00 
(To be used for new roads and repairs) 

SOG Of the Motor ONG CAL< « occ ccccees cca s acWeln dues nears 137,500.00 
(For road repairs only) 

RG ERCORE CANAD: ord oe soos o 5vsia sw aee e o orat 5) Woo ve a aw oar d Bole eae ee ia 4,584,440.00 
(For new roads only) 

23% ‘of motor vehicle registration feesc <<..5..65. occ ns Oe ee wees 4,600,000.00 


(For road repairs) 
$30,721,940.00 

It is to be emphasized that this bill is not diverting any funds from the 
original purpose of the automobile license tax fund. The accidents to be cared 
for under this bill are the direct result of the automobile, and inseparably 
connected with the operation of the automobile. Furthermore, the disposition 
of the hospital fund will be placed under the official now in charge of the 
entire fund collected from license tag fees, namely, the commissioner of Motor 
vehicles. 

No one questions the wisdom of repairing, from license tag fees, a pavement 
which has become broken by the ceasless wear of the automobile. Why then 
should there be a question of repairing the broken bones of some child or 
helpless adult who too has become the victim of this same automobile licensed 
by the State. Surely the injured bones and bodies of the citizens of this State 
are as important as a worn piece of pavement. Both are the result of the same 
agent of destruction. 


The opposition to this bill came from oil interests, gasoline dealers, 
automobile clubs, good roads federation, highway department, contract 
and road building material companies. Through the Boards of Trustees 
of hospitals we secured the assistance of the lobbyist of the public utili- 
ties, executive secretary of the Manufacturers’ Association, past president 
of the Anti-Saloon League, the agent for the Crusaders, and representa- 
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tive of the Building and Loan Association in the State, and many others. 

We divided the State into Senatorial districts or sections, which made 
thirty-two districts in the State. We selected a party in each district so 
that we could call on this party, who would be in touch with the proper 
parties, to contact the senators and representatives from that district 
when we need their help. 

When the fight became very bitter, this was one of the things that 
saved the bill from being defeated. 

We had the fund taken from the license fee revenue rather than the 
gasoline tax. It was well we did so because the Supreme Court ruled later 
that the gasoline tax could not be diverted for any other purpose except 
road building. 

The oil interests and other associations which were opposed to the bill 
had a referendum placed on the ballot at the election last fall to prohibit 
the license fee money or gasoline tax from being used for any purposes 
except road building. Hospitals helped to defeat this movement. 

At the present meeting of the Legislature, the same interests again 
proposed a bill which, if we had not had it amended, would have caused 
us trouble later. We had the pleasure recently of hearing our opponents 
state that while they had been bitterly opposed to the bill, that they are 
now convinced that it was just and proper, and during the present meet- 
ing of the Legislature it was mentioned many times as being a legitimate 
expense of the highway upkeep. 

Sales Tax Exemption 

When this bill was being passed, we tried hard to get complete exemp- 
tion for hospitals. As the bill had gone down to defeat three times, and 
they had such a hard time passing the bill, they refused to open up the 
matter for exemptions for any institutions. 

As soon as the bill passed the Legislature and before it was signed by 
the Governor, we contacted the tax commission of the State. We were 
the first organization to secure a ruling from the tax commission, and it 
was very favorable to hospitals. We secured exemption on foods, drugs, 
medical and surgical supplies and all items which are used in the direct 
care of the patient. We pay sales tax on, the balance. 

We kept the hospitals in the State so well informed that the tax com- 
mission referred all questions pertaining to the sales tax to our central 
office in Columbus. 

Labor Bill 

Just two weeks ago we had a hard fight regarding a labor bill pend- 
ing before the House. It limited all female workers, including execu- 
tives, graduate and student nurses, professional help and maids, to forty 
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hours per week, eight hours per day; and for ones working broken hours 
to not more than ten consecutive hours in one day. 

After a hard fight, they agreed to accept an amendment to give hos- 
pitals organized not for profit, total exemption for professional help and 
for other employees forty-eight hours per week and twelve hours per 
day for broken hours. 

There were nearly one thousand bills introduced in the present session 
of the Legislature. We carefully scrutinized every bill which affected 
hospitals, and were able to have several amended and several defeated. 

As soon as hospitals began receiving benefits by the payment of claims 
under this Act, we asked all the hospitals in the State to pay into the 
State Hospital Association § per cent of the money received under this 
Act. Hospitals responded almost 100 per cent. 

The first attempt to pass this bill in 1931 was financed by money in 
the treasury; the second attempt was financed by contributions from the 
hospitals of the State, and the third by the 5 per cent they were receiv- 
ing from the claims paid. 

A new constitution and by-laws was adopted by the Association in 
April, 1934, and became effective January 1, 1935. The dues 4 of a 
cent per patient day; all memberships institutional. Each hospital entitled 
to three representatives. This was agreed to by the American Hospital 
Association. 

At a recent meeting it was unanimously decided to continue the 5 
per cent collection whenever it amounted to more than the annual dues 
of 14 of a cent per patient day. 

Summary of the benefits the Ohio Hospital Association has received 
from the passage of this bill. 

First: A stronger united hospital association. 

Second: Approximately $300,000.00 cash per year for hospitals in the 
State, and this can and will be increased to $325,000.00 under 
this Act. 

Third: Through the continuation of the 5 per cent and the institu- 
tional dues, we will have a fund of more than $10,000.00 per 
year to finance our association with an office in Columbus and a 
full time assistant secretary in charge of the office. 


To April 15, 1935, institutional dues paid to the Association 


by 99 enrolled members for 1935....................05. $5,875.44 
Amount paid to Association by 4 Associate members......... 100.00 
Amount paid to Association by 7 Personal members ........ 105.00 

ROGAN 58.22 e590 eee ee . $6,080.44 
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Modern Trends in Dietary 
Administration 


By ELLA MARIE ECK 
Dietitian, Albert Billings Memorial Hospital, Chicago 


N EIGHTEEN YEARS, since the founding of the American Dietetic Asso- 
ciation in 1917, rapid progress has been made in adding to our 
knowledge of the properties and uses of food and in the responsibili- 

ties which are now classed as belonging to the dietitian. These responsi- 
bilities fall into three groups; educational, therapeutic and administrative. 
I should like to consider the work of the dietary department from these 
three angles, discussing the modern trends of each. 

The educational phase of the dietitian’s work was the one which first 
brought her into the hospital for the purpose of teaching nurses to pre- 
pare food for the sick. She is still teaching nurses but has added several 
other groups as well. She teaches the patient who needs instruction in 
order to carry out the doctor’s order regarding diet when he returns home. 
Beside the hospitalized patient who has always been the particular charge 
of the dietitian we have added in many hospitals the patients visiting the 
out-patient department. Not content with teaching the patient as he 
comes to the clinic, many dietitians are advocating that we follow the 
patient into their homes with follow-up work to see just how instructions 
are being carried out in actual practice, particularly in the case of the 
foreign born, who find difficulty in learning our ways. This development 
will probably come slowly in hospitals since dietary staffs in most cases 
are not large enough to permit such extensive work. It is, however, being 
stressed as a desirable part of the training of student dietitians. 

The teaching of student nurses is done very differently now than in 
the past. The dietitian gives the student a knowledge of food elements 
and the dietary principles involved in providing the adequate normal diet. 
Special diets instead of being arbitrary lists of food with no particular 
connection with the digestive or metabolic processes of the body are now 
taught as being variations of the normal diet. This pre-supposes on the 
part of the student nurse a wider knowledge than ever before of physi- 
ology, chemistry and the normal processes of the body. I sometimes 


Read before the convention of the Michigan Hospital Association, Jackson, on 
May 10. 
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think that with our increased knowledge, we have become careless in 
stressing for nurses some of the details which were once an inseparable 
part of her training. Are we forgetting to teach her to prepare a tray 
which is neat and attractive, serving hot things hot and cold things cold? 
With our increased use of kitchen maids and nursing attendants, we 
need to guard against an impersonal attitude which neglects attention 
to detail and the niceties of service. 

In many of the larger hospitals the dietitian is responsible for teaching 
medical students the properties of food and their use in special diets. 
This instruction may even be broader and include the whole field of 
nutrition. Even where this is not an organized course, there are few 
dietitians who do not give much informal instructions, and assistance to 
interns in writing special diets. This occurs where interns are required 
as a part of their training to prescribe diets. Where this is not required, 
only the conscientious ones take the trouble to investigate the writing of 
special diets, considering that the province of the dietitian. He forgets 
that in a small town practice or in some small hospitals he may not have 
a trained dietitian to give this service. The increasing importance of diet 
in the treatment of disease makes it imperative that doctors have more 
knowledge of nutrition and more practice in the correct use of diet, so 
the dietitian can expect to take more responsibility in teaching internes 
this important part of their work. 

Another important educational duty of the dietitian in many hospitals 
is that of training student dietitians. Perhaps here we find the greatest 
change in educational standards in the last eighteen years. This has been 
brought about by the standards adopted by the American Dietetic Asso- 
ciation; first in raising the educational standards for membership, which 
has forced young students to take four years of work with a major in 
Foods and Nutrition in a recognized college or university; and secondly 
the standardizing of the apprenticeship course in hospitals by outlining 
the required work given and checking it by inspection of courses. This 
is a very ambitious program requiring the co-operation of Departments 
of Home Economics of colleges and universities in giving the required 
academic work as well as that of the hospital administrator and the 
dietary department of the hospital providing such training. 

In an excellent discussion by Miss Mary Harrington, Harper Hospital, 
Detroit, on the “Professional Education of the Dietitian,” 
garding student training courses: 

“The trend in these training courses is definitely toward concentration 


she says re- 


on quality of students trained and on quality of courses rather than 
quantity. . .. The American Dietetic Association realized that improve- 
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ment in practices would promote improvement in standards and by utiliz- 
ing the instrument of enforcement has been able to maintain an increas- 
ing activity program to be offered to students in approved courses. There 
is a current agreement that periodical inspections do maintain an im- 
provement in current practices and promote standardization. However, 
all professional fields admit wide differences of opinion on values and 
methods of standardization. The contributions of individual institutions 
which have unique opportunities must not be sacrified to meet standard- 
ization in some of the minor practices. Haggerty, in discussing Stand- 
ardization of Institutions of Higher Education, states, “The individuality 
and differential purposes of an institution are precious assets in our social 
economy, and they would be protected by any accrediting agency that 
would not do violence to public welfare. We would not make individuals 
alike; neither may we coerce educational institutions into a single mold. 
It is not unvarying conformity to a single pattern that we seek; it is 
effective institutional service to the widely varying abilities and inter- 
ests of the young people who seek, through higher education, a meaning- 
ful preparation for the kind of life they desire and can achieve.’ ” 

I fully agree with Miss Harrington regarding the danger of over-stand- 
ardization. A minimum standard of course content is essential. Beyond 
that we should take advantage of the unique opportunities offered in 
individual institutions. 

A dietitian graduating from an approved hospital course for students 
(which must cover at least nine months and in many cases a year) is not 
only familiar with, but experienced in, all phases of hospital dietetics. 
She knows how to select and manage personnel, how to purchase food 
and supervise its preparation and service, how to purchase the equipment 
needed in the department as well as knowing how to write menus and 
special diets, which were once her chief and sometimes her only responsi- 
bility. She needs to acquire the poise and judgment which comes with 
experience and maturity, so it is well to give her a further chance to 
develop these under the guidance of an experienced dietitian, but she 
has been given all the tools and has been taught how to use them. 


There are indications that many hospital administrators do not realize 
the training which is being given nor the value of a trained dietitian. 
If this were so we would not find the dietitian in a small hospital spend- 
ing her time making salads and doing many tasks which could be done 
as well by labor costing much less, freeing the dietitian’s time for plan- 
ning and supervising. We would not find an inexperienced purchasing 
agent being given the responsibility for the purchasing of food about 
which he may know little or nothing; neither would we find the dieti- 
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tian’s responsibilities restricted to special diets and the diet kitchen while 
a practical chef or matron is responsible for the main kitchen and dining 
room. We would not find the dietitian being held responsible for a food 
cost over which many times she has no control. May I make a plea for 
the intelligent use of your dietitian; find out what she can do and give 
her the responsibilities which should be hers. 

I do not mean to give the impression that all dietitians are perfect. 
Neither do I mean to lift from the shoulders of the administrator his 
responsibility in selecting the right person to head his dietary department. 
Because of her many-sided job, a dietitian should be a good executive, a 
good teacher, a wise purchaser; she should have sympathy, an infinite 
amount of tact and a friendly personality. The administrator must con- 
sider the personality and abilities needed for his own particular situation. 
In selecting his dietitian if he selects a level-headed, well trained dietitian 
and allows her the responsibilities she should have even though she doesn’t 
want them, I think his dietary service will be improved. She needs his 
guidance, of course, in the matter of policies, in trends of market, in 
maintaining the standards which he and board of trustees consider the 
proper standards for the hospital. She also needs his support in main- 
taining these standards, for after all, she is only carrying out the policies 
set up for her by her superior officer. 

The field of special diet or therapeutic work, which has always been 
the particular pride of the dietitian, has enlarged with the increasing 
knowledge of the value of diet. Probably the rapid advance of the 
dietetic profession has been largely due to the rapid advance in the knowl- 
edge of food and nutrition. The discovery of vitamins and their pro- 
found effect upon health, and that of the role of certain minerals in 
nutrition were so spectacular that no dietitian could fail to be stimulated 
with a desire for more knowledge regarding the chemistry of food and its 
use in the body. I should like to quote from an article published in the 
last issue of the Journal of the American Dietetic Association on this 
subject: 

“Nutrition as a science has grown within the lifetime of a man still 
living, Russell H. Chittenden, from a subject without enough standing to 
warrant a laboratory for research to a status where there is hardly a uni- 
versity that does not have on its staff one or more competent investigators 
and facilities for some lines of research in this field. As in the latter half 
of the nineteenth century, when biochemistry developed its own tech- 
niques for the interpretation of the fundamental processes of life along 
broad scientific lines and emerged as a specialized field of knowledge and 
research, so in the twentieth century nutrition has established its own 
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identity, apart from the general field of biochemistry. Fostered by the 
brilliant work of Lavoisier, Liebig and others during the latter half of 
the nineteenth century, the science of nutrition finally took a definite 
place among the other sciences with the discovery of the distinctive func- 
tions of the proteins and mineral elements, the discovery of the vitamins, 
and the present day methods of investigating nutritional phenomena.” 

As a result of the many discoveries in the field of nutrition the trend 
has been away from treating the local pathological condition to a con- 
sideration “of the needs of the human body as a whole.” This is well 
illustrated by an editorial in the same issue of the Journal mentioned 
above from which the following paragraph is quoted: 

“Foreshadowed twenty-five years ago by the complete about face in 
the treatment of typhoid, we see further changes in attitude with regard 
to the treatment of gastric ulcer. Not only must the diet here have a 
direct influence on the stomach, it must keep the patient in nutritive 
equilibrium and promote repair. Another grievous error of the past, the 
dietary limitations in Bright’s disease—‘‘the sparing of the kidney’—has 
been rectified by a modern view, which takes cognizance of the fact that 
food proteins used for replacement purposes are not degraded to their 
end products and therefore do not increase the burden on the kidneys. 
Further than this, protein loss plus protein starvation means depletion of 
body protein and eventually a state of chronic inanition which in turn 
retards recovery... . 

“These changing concepts do not indicate undue vacillation; they re- 
flect the broader understanding that has come with the discoveries of 
recent years, the results of this applied knowledge, and the support of 
careful clinical observation. It is thus that we progress.” 

We find in hospitals today a more general interest in investigating the 
effects of diet in pathological conditions. In spite of the accurate tech- 
nique necessary in carrying on research, most teaching hospitals show a 
tendency to make research problems a part of the ordinary routine. Stu- 
dent dietitians are being taught something about research technique and 
it is becoming increasingly easier for doctors to carry on this type of 
investigation without having special funds appropriated, special buildings 
put up and special workers employed. 

The responsibilities we have been discussing have always been conceded 
to be within the sphere of the dietitian. Many factors have contributed 
to the widening of that sphere. In the old days the fact that the proper 
diet was ordered for the patient did not insure that he would receive it. 
Poorly cooked food was the rule in hospitals rather than the exception. 
To insure properly prepared food for the patient, the diet kitchen, where 
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all special diets were prepared, was made a part of the dietitian’s respon- 
sibility. With the realization of the importance of adequate nutrition for 
all patients, the next step was making the dietitian responsible for the 
menus and preparation of all patients’ food. There are today many hos- 
pitals which have not progressed beyond this stage—in fact there are 
still hospitals where the dietitian’s only responsibility is for the diet kitchen 
and special diets. 

However, the increased interest in normal diet and in the health and 
well-being of hospital employees have been factors in making the dietitian 
responsible for planning menus for the personnel in many hospitals. It 
was found here also that planning meals was not enough and it became 
necessary that the dietitian supervise the preparation. She was then made 
responsible for the service of food to personnel as well as to patients. 
Gradually it became apparent that an intelligent woman who had spent 
several years studying about food might know something about buying 
it. She was first entrusted with the buying of perishables and later with 
other items until now we find her doing, in many situations, all of the 
purchasing of foodstuffs. Along with this has come also the responsibility 
of selecting her own employees, selecting large and small equipment and 
even planning layouts for a dietary department where there are alterations 
or new buildings are being planned. This brief outline of the evolution 
of the dietitian’s work brings us to the consideration of the modern 
dietary department in its complete form. 


Here we find that the dietitian has control of the food beginning with 
its purchase and ending with its service to both patients and personnel— 
in fact beyond that, for she is also responsible for the care of dishes and 
equipment used in serving it. Between the purchase and the final service 
her department receives and stores the food, issues it, and prepares it for 
service. Last but not least, she must render an account of its use, she 
must know what it costs to feed various groups, and she must be able to 
decrease those costs if necessary, while still providing a nutritionally 
adequate and satisfying diet. 

It may be profitable to consider in detail some of the problems involved 
in the administrative side of the dietitian’s work. 

There is probably more discussion of the question of who shall pur- 
chase food than of any other phase of a dietitian’s work. Possibly the 
reason for this is because of the large amount of money involved in this 
transaction. This has always made the purchase of food a large factor 
in hospital management and one which the administrator very often made 
a part of his own responsibility. In many institutions this is now a part 
of the work of the purchasing agent. In large institutions we find these 
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men trained in the economics of markets and market trends and in all of 
the larger questions relating to purchasing. Some of them actually know 
food quality in all items; some buy only by commercial grading, which is 
reliable or not, depending upon the vendor. A well-trained, alert purchasing 
agent is of invaluable assistance to the dietitian, but unless he works very 
closely with the food unit there are breaks in the continuity of service 
which are not only annoying but may be very costly. In order to make 
menus economically, the dietitian must know the prices of all food items; 
she must know what foods are on the market; she must experiment with 
various grades, sizes, etc., to know which is most advantageous to buy. 
If she does not have this information her menus cost more than they 
should and are less satisfying than they might be. If the purchasing 
agent must first collect this information and pass it on to the dietitian, 
the time of two people is being used for one piece of work, and the infor- 
mation may not be as complete or as vital to her purpose as though she 
had procured it first hand. However, many dietitians do not feel that 
they have time for the detail involved in purchasing food. Some are 
frankly bored by this part of the work and gladly allow anyone to do it 
who is willing. Many schemes have been worked out between the food 
department and the purchasing department for handling it efficiently and 
some are efficient while others are not. I was one of the dietitians who 
had no particular desire to buy food other than meats, fresh fruit, and 
vegetables. When that duty was literally forced upon me and I had 
to do it I realized the great advantage it gives a dietitian in menu making 
and in controlling costs. I do not agree with the people who say that it 
takes too much of a dietitian’s time; of course it takes time to do it well, 
but so do all the other responsibilities which have been added to her work. 
It costs no more for a dietitian to buy food than for anyone else to buy 
it, and it may cost the hospital less to increase the dietetic personnel and 
do this important work efficiently than to waste money in inefficient 
buying. 

Woman’s household training has made a knowledge of food a part of 
her inheritance. Of course she needs to study this subject just as any 
other, and this she does in college and in her apprenticeship course in the 
hospital. She learns the nature of various foods, what characteristics 
make them desirable or undesirable, how they are graded commercially, 
how to determine the yield which enables her to judge the real value, and 
what constitutes value in different foods. The fact that she is buying 
for her own use makes her careful about quality, and the fact that her 
department costs are determined by her purchasing makes her cautious as 
to price. A varied experience with several methods of purchasing food 
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have left me with a firm conviction that the dietetic department should 
do its own purchasing of food if possible; if not possible the dietitian 
should certainly have the privilege of keeping very closely in touch with 
prices, markets, and the other details relative to purchasing. 

After the purchase of food comes the important work of receiving, 
storing, and issuing it. This too is not always a part of the responsibility 
of the dietary department. One reason for taking this over is the ques- 
tion of inspection of food when received to be sure it is up to specifica- 
tion. We should be sure that someone who is a judge of food is respon- 
sible for receiving it, whether it be a dietitian or trained storeroom man. 
If the latter, he is more careful if he belongs in the dietary department 
and is responsible to the dietitian. If the dietitian is responsible for the 
storeroom, she knows her stock, she knows whether merchandise is being 
held too long; if goods spoil, it is her loss; in short, the stock is a vital 
thing and not just so many cases of this or that on paper. This sense of 
ownership and responsibility follows through the issuing of food; every 
requisition signed means money spent for which she is responsible and 
she watches them more carefully because of it. These requisitions are 
the means she has at the end of the month of checking on how much 
money has been spent and where. They become not only the means of 
getting supplies but the tell-tale evidence of her management or mis- 
management. 

It is probably not necessary to speak of the importance of an adequate 
bookkeeping and checking system for the storeroom stock. A perpetual 
inventory file which gives disbursements as well as purchases is of great 
value. While it takes more of a bookkeeper’s time, it saves a great deal 
of the time of the administrator or dietitian who has at hand at any 
moment information regarding the amount of stock of any item on hand, 
the amount used over a period of time, and the price paid. Our only 
regret in our department is that we do not have sufficient help to keep a 
duplicate file for the dietitian’s office as well as one for the storeroom. I 
realize that purchasing and storeroom management is not usually consid- 
ered a dietitian’s job but there is definitely a trend in this direction. 

The next step beyond the storeroom leads us to the kitchen and the 
preparation of cooked food. Hospitals have not had in the past a repu- 
tation for serving good food. This has been due to several factors—lack 
of funds, low salaried and unskilled employees, but most important per- 
haps, was the lack of trained supervision. In some of the larger hospitals 
today we find a trained kitchen manager whose responsibility is to requisi- 
tion her supplies and supervise their preparation into attractive food. It 
is surprising how hard it is to find dietitians who are interested in food 
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production as such—they have a sublime faith that things will come out 
all right without being much concerned with the process. In view of 
the short time that they have been held responsible for food production, 
this attitude is not surprising, and it may be due to the fact that we 
in hospitals have not had to sell our food; the personnel had to eat it 
and since people always get tired of any type of cooking after a time, we 
have just concluded that complaints were inevitable and let it go at that. 
I find that dietitians who have done commercial work where food had to 
be attractive or it didn’t sell have a much keener appreciation of the value 
of good food production. This appreciation and skill in production goes 
back to training and the fact that in college, girls training for food pro- 
duction take the courses in large quantity cooking, equipment, purchas- 
ing, etc., while those training for hospital work select more of the scien- 
tific courses such as chemistry and physiology. We are now requiring 
fundamental subjects in both fields and giving well-rounded experience 
in our student courses so that the dietitian is fully prepared to do either 
phase of the work. This is necessary in small hospitals but we find a 
trend toward specialization in one field or another in large hospitals. To 
my mind the solution of this problem of improving hospital food is in 
the selection of a dietitian with a keen appreciation of good food and 
the necessary skill to produce it rather than in increasing the amount of 
money spent for food. Good food can be produced at many levels of 
expenditure—the higher the level the greater the variety and the satisfac- 
tion, but I think we must admit that most hospitals could improve their 
food without a much greater expenditure of money. 


Closely tied up with this question of the most economical use of food 
is cost accounting. In our own hospital the necessity of knowing how 
much cooked food cost in order to charge it to various units forced us 
to work out an accounting system. ‘This meant we had to know what 
went into the various dishes and led to the standardizing of recipes. We 
may furnish our own recipes and require the cooks to follow them or we 
may take their recipes, standardize them as to quantity and method, find 
the yield and the cost of the total recipe or any part of it. This method 
means that we must have intelligent cooks who can follow recipes or we 
can take intelligent people and train them to cook our way. I know 
of one small restaurant manager with a reputation for serving home- 
cooked food who never thinks of hiring a cook; she trains them to do it 
according to her recipes and thus holds to the same food standard and 
produces uniformly good food. 

I was much interested in a talk by Miss M. Faith McAuley on the sub- 
ject, “Hospital Economics,” from the viewpoint of the dietitian, at the 
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Tri-State Convention in Chicago. She emphasized particularly the need 
for trained supervisors who carry over their food standards into the prep- 
aration of food by training their workers and insisting upon a high 
standard of work. She also spoke of the need for the standardizing of 
large quantity recipes, particularly in quantities to feed 250, 500 or even 
1000 people. “This matter of recipes for large numbers is not merely a 
matter of multiplication,” she said. ‘They must be developed by careful 
kitchen editing through trial and improvement.” Dietitians in hospitals 
could render a great service to such institutions as relief shelters, jails, 
orphanages, and other charitable or welfare organizations by making 
available to them the results of their work in standardizing low-cost 
quantity recipes. This is one of the projects undertaken last year by the 
administrative section of the American Dietetic Association, which is 
being continued this year. The result of last year’s work was published 
in a booklet, which we hope will be much enlarged by additions this year. 

A system of cost accounting which the dietitian understands and uses 
is a necessity in controlling food costs. If she knows the cost of various 
items of food she can manipulate her menus somewhat to take advantage 
of the fluctuating market. It is difficult, of course, to keep abreast of 
the wide fluctuations occurring in the last few months in food prices; 
but those fluctuations make it even more essential that she knows where 
she is in the matter of cost before she arrives at the end of the month 
with a staggering total of which she was not aware. If she makes her 
menus for a week or ten days in advance and can forecast the approximate 
cost before the food is served, much mental anguish on the part of the 
administrator as well as that of the dietitian can be avoided because she 
is avoiding uncertainty in the matter of spending money. Cost account- 
ing is no longer considered a sacred procedure confined to the business 
office and regarded with reverence by the dietitian who had no idea what 
mystic rites were performed over the figures before they emerged as a 
final food cost for which she was blamed or praised. She should know 
what the figures mean, how they compare with those of the preceding 
period, what factors cause them to vary and whether they present a true 
picture of her operations. Because of the large amount of money spent 
for food, the final monthly report is largely used as a gauge of the dieti- 
tian’s efficiency, so it is of vital interest to her that it tells the story 
correctly. Compiling the cost figures in the dietitian’s office where they 
can be checked at intervals during the month is of great value in con- 
trolling costs. 

This effort to control costs is probably one of the most significant 
trends in the hospital field as well as in the commercial field. During the 
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last few years the very existence of hospitals has depended upon cutting 
costs. If we can cut costs without cutting the nutritional adequacy of 
our food, without decreasing the satisfaction of patients and personnel 
but by using skill and the tools of control which we have been consid- 
ering, we may feel that we have truly “come of age” and are sufficiently 
mature to accept the responsibilities which have been given us almost 
before we were ready for them. 

We had not had time as a profession to settle into a groove and I sin- 
cerely hope we shall never reach that point. An open mind is one of 
the best safeguards a dietitian can have; this joined with a critical atti- 
tude toward her own department will make her alert to correcting faults 
and enable her to make a real contribution to her hospital and to her 
profession. 


°, 





Dr. T. K. Gruber, superintendent of the Eloise Hospital and Infirmary, 
Eloise, Mich., was recently elected president of the Wayne County Medi- 
cal Society. 


Helen Clarke has resigned as chief dietitian of the Hackensack Hospi- 
tal, Hackensack, N. J., and Elizabeth R. Rupert has been named as her 


successor. 


Mrs. Alice C. Cleland has resigned as superintendent of the Mt. Sinai 
Hospital, Hartford, Conn., and Mandel R. Abrahams, formerly superin- 
tendent of the Ideal Hospital, Endicott, N. Y., has been appointed as 
her successor. 


Mrs. Frances C. Pomeroy has resigned as superintendent of the Gen- 


eral Hospital, Saranac Lake, N. Y. 


Herbert Morford is superintendent of the Prospect Heights Hospital, 
Brooklyn, N. Y., succeeding Mrs. Edna J. Giffin, who resigned. 


Dr. John H. Nichols has resigned as superintendent of the State In- 
firmary, Tewksbury, Mass. 


L. C. Austin, formerly superintendent of the Mt. Sinai Hospital, Mil- 


waukee, Wis., has accepted the position of superintendent of the Menorah 
Hospital, Kansas City, Mo. 
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Opportunities for the Graduate Nurse 
in Convalescent Homes 
By SOPHIA POTGIETER, R.N. 


EFORE discussing the opportunities for the graduate nurse in con- 
valescent homes, it might be profitable to define convalescence and 
to mention briefly what has been done for the convalescent patient 

in the past. 

Webster defines convalescence as “gradual recovery from illness.” 
Brochin in 1877 gave the following description of the convalescent 
patient: ‘“The convalescent is no longer ill, but one may not yet say 
that he is well. He is feeble, languid, unable as yet to resume completely 
the use of those functions and activities indicative of normal health.” 
And he adds: ‘‘The study of this state of convalescence is beyond con- 
tradiction one of the most interesting which presents itself for the con- 
sideration of the physiologist, physician and philosopher.” Dr. John 
Bryant in his book Convalescence, Historical and Practical states that 
“convalescence is the eye of the needle through which all must pass, who 
having been sick would gain health.” 

Until about 1900 there was a surprising lack of interest in convales- 
cent care in the United States by the medical profession, hospital admin- 
istrators, and public and private charities. In studying the ‘history of 
the care of convalescent patients it is surprising how little importance is 
attached to this stage of recovery, since the proper care of the con- 
valescent is an old subject in medical literature. In 1732 Heylerus chose 
this as the subject of his graduation thesis at Leipsig. He calls attention 
to the fact that Hippocrates in the fifth century B. C., emphasized mod- 
eration of exercise during convalescence. Galen in 130 B. C. advised 
riding and traveling, and Sydenham in England in the seventeenth 
century stressed the importance of personal hygiene and regular habits. 
Between 1800 and 1878 a good many articles were written on the sub- 
ject of convalescence in France and England, and also a few in the 
United States. & 

France was at this time the leader in convalescent care. In 1858 an 
edict of Napoleon III provided one thousand beds for the country care 
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of the poor who had been discharged from the city’s hospitals. About 
the same time the Metropolitan Convalescent Institution of London erect- 
ed cottages in the country and at the seashore for the convalescent pa- 
tients from the London hospitals. This London institution is still inter- 
ested in convalescent care and has now about six hundred beds. In a 
recent report from there we find the following statement: ‘The object 
of this foundation is to provide a home in the country for the tempo- 
rary residence of the convalescent and debilitated poor whose restoration 
to health is impracticable in the hospitals and in their own often un- 
healthy and ill-provided homes, but which may be speedily effected by 
pure air, rest and nutritious diet.” 

One of the first attempts to provide proper care for convalescent 
patients in this country was made in Boston several generations ago 
when a few small cottages were built for this purpose. Little further 
progress was made until the year 1900. Three-fourths of our present 
convalescent’ homes have been built since that date. One of these in 
the Chicago area is The Country Home for Convalescent Crippled Chil- 
dren which was opened in 1911. This home now has 120 beds for 
orthopedic patients, and it admits both ambulatory and bed patients. 

No doubt the greatest stimulus to convalescent care in this country 
came through the generosity of an elderly New York merchant who left 
his entire estate of several millions for the purpose of founding and main- 
taining a convalescent home for the poor people of New York City. This 
place was opened in April, 1915, as the Winifred Mastersen Burke Relief 
Foundation with a capacity of three hundred beds. Before the establish- 
ment of this project a careful study of New York City’s convalescent 
needs was made. It was estimated that sixty percent of the surgical and 
forty percent of the medical cases in an acute hospital require organized 
convalescent care, and that of this number about thirty percent would 
be eligible to enter a convalescent home. 

In 1920 the Cleveland Hospital Council made the Cleveland Hospital 
and Health Survey. Dr. John Bryan in speaking of this and of a later 
report of this survey entitled “Two Years After” says: “Taken as a 
whole they constitute the most authoritative statement which is thus far 
available bearing upon the fundamental necessity of viewing adequate 
convalescent care as a basic, vital and ever present community problem 
in preventive medicine and public health.” The summary of this re- 
port says that “‘visits to two hundred patients discharged from the wards 
of Cleveland hospitals showed 87'% percent in home environment un- 
favorable for convalescence. In two-thirds of the homes conditions 
could be improved if adequate and adaptable social service were supplied. 
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This service is almost entirely lacking at present. In one-third of the 
homes conditions could not be remedied, and care in a convalescent home 
was needed. With present sources it is impossible to meet this need. The 
hospital faces a choice of evils—it must either retain the patient using a 
bed needed for a case of acute illness, or return the patient to a home 
unfitted to complete his cure.” 


In this study as well as in other surveys it was estimated that one con- 
valescent bed is needed for every ten hospital beds. Dr. Fredrick Brush 
in The Essentials for Convalescent and Sub-standard Health Care states 
that in his opinion the ratio is going to increase to one to seven or one 
to five. No doubt this will be true when these homes are utilized to 
their fullest extent, not only for patients recovering from acute illness 
but also as a preventative measure. In all out-patient departments pa- 
tients can be found who would benefit definitely from a few weeks in 
the country. 

Soviet Russia has realized the economy of preventative measures in 
this field and has established Country Homes of Rest under the Health 
Departments of the various cities. A recent report of the House of 
Rest in Moscow states that for the purpose of maintaining the health 
of the population of Moscow, the Health Department has founded a 
number of health sanitariums for sick people. In addition to persons 
with definite organic defects, a great number of laborers need to improve 
their health by means of rest, changed environment, better diet, fresh 
air, etc. “Therefore, under the auspices of a department whose primary 
problem is preserving the laborer’s health, there should be founded insti- 
tutions to satisfy the above demands. Such institutions are the Homes 
of Rest. Everyone entering such a home must submit to a physical 
examination. The purpose for the examination is two-fold: To deter- 
mine which persons are definitely ill, and to be able to apply a better 
diet program, and to apply special measures such as hydrotherapy and 
gymnastics.” 

I have tried to point out that although the interest in convalescent 
care is not new, little was done about it in this country before 1900, 
and that even though the number of convalescent homes has increased 
since that date the facilities for the care of the recently acutely ill are 
still very inadequate. Dr. Fredrick Brush describes it as a ‘“‘very serious 
and broad dark space in our circle of health care in America.” There 
is pioneer work to be done in the field of developing adequate care for 
the convalescent patient. 

The question is: What are the opportunities in this field for the 
graduate nurse, what qualifications are needed, and what in the present 
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curricula of schools of nursing is being done to meet this need? Let 
us mention briefly some of the qualifications necessary for a successful 
nurse of convalescent patients. It is understood that the nurse must 
have ordinary nursing skills and special training in the care of certain 
groups such as cardiacs and orthopedic patients. Yet it must be said 
that although a nurse may be very skillful in caring for the acutely ill 
she might be a failure in caring for the convalescent. Other qualities 
are needed besides her skill. A report from the Burke Foundation con- 
tains this statement: “Good convalescent care is found to be made up 
of about 50% of inspirational management, 40% of housekeeping and 
only 10% of nursing.” Much of the 50% of inspirational management 
must come from those who are doing the 10% of nursing. A cheerful 
disposition emphasizing health rather than illness is certainly necessary. 
A sense of humor and a sympathetic understanding as well as infinite 
patience and a knowledge of psychology are essential. Nurses should 
also be health teachers, for a great opportunity is lost if the patient is 
not instructed in the simple rules of hygienic living during his period 
of convalescence. If the institution has no occupational therapist, recrea- 
tional director or librarian the nurse must guide her patient in his inter- 
ests and activities. Graduated exercise and an interest in some occupa- 
tion are essential to the convalescent patient. 

What in the curricula of our schools of nursing is especially helpful 
in giving the nurse a sympathetic understanding of the needs of the 
convalescent patient? After discussing this question with the directors 
of several large schools of nursing I have reached the conclusion that 
little attention is being given to this phase of nursing. One ray of 
hope, however, is the introduction of a course on play in some of our 
children’s hospitals and the courses in psychology and mental hygiene to 
be found in most schools. One of the leaders in nursing education replied 
to my question as follows: ‘I do not think that much emphasis is being 
placed on this very important phase of nursing. The various instructors 
in the clinical courses are much more interested in acute conditions.” 
The lack of interest shown by most nurses in the care of the chronic 
and convalescent patient is perhaps the result of this lack in their train- 
ing. If the student nurse is taught that a normal temperature chart, or 
a healed wound is the end in view, it is quite natural for her to feel that 
her patient no longer needs her when this has been accomplished. 

[ can recall the dramatic tales told to us as freshmen by the older 
graduates. I remember especially the statement of one nurse who said 
that she lost all interest in her patient after she had snatched him from 
the jaws of death. This made a real impression on me as I often felt 
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worried about the patient who was left hovering just beyond the reach 
of death’s jaws. I wondered how far he could get away without the help 
of his nurse. 

Is it not time to change the goal placed before our student nurses 
from a normal temperature chart to a patient who is completely cured 
and ready to take up his share of life’s joys and responsibilities? Could 
not the care of the convalescent be taught in connection with most sub- 
jects, beginning with the freshman course in Principles and Practices of 
Nursing? In the clinical courses should not the care of an acute stage 
of an illness be followed by the importance of proper convalescent care? 
The classes in psychology and mental hygiene would certainly present 
many opportunities for discussing the mental readjustments which all 
who have been acutely ill must make as they pass through the tedious 
period of slowly returning health. 


A visit to a convalescent home by student nurses would greatly help 
to stimulate their interest especially if the results accomplished through 
proper convalescent care were explained to them. This emphasis on the 
importance of proper convalescent care would have many favorable re- 
sults, as for example; the student nurse would see her patient not as a 
“case” but as a human being who must again—if possible—assume his 
active place in the world. Besides this the private duty nurse would 
take a greater interest in caring for the chronic or convalescent patient. 
Most important of all, this aroused interest of the nursing profession 
would help to place before the public the need for adequate facilities for 
the care of this phase of illness. 


We now come to the question: What are the opportunities fort the 
graduate nurse in the care of the convalescent patient? I shall discuss 
this question only from the standpoint of the care of the patient in 
convalescent homes. The care of the convalescent patient in his own 
home would lead us into many phases of public health nursing and 
hourly nursing. According to the Directory of Convalescent Homes 
in the United States issued by the Sturgis Fund of the Burke Founda- 
tion, the number of convalescent homes is slowly increasing. In 1928, 
143 homes provided 7,127 beds for convalescent patients. In 1931, 154 
homes provided 7,510 beds. This does not. include summer camps for 
the under-nourished and convalescent. In 1931 the Directory gave some 
information in regard to the number of nurses employed, but it is in- 
complete. We find that 17 of these homes employed no nurses, 3 had 
nurses on call, 114 homes employed a total of 284 nurses and the re- 
maining homes made no statement in regard to their nurses service. 
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Forty-five of these 114 homes are for children only, 2 are for babies, 40 
for adults and children, and 27 for adults only. 

Two hundred and eighty-five nurses are certainly not enough for ap- 
proximately 7,000 patients, the largest percent of whom are children. 
Miss Katherine M. Wood of the Burke Foundation at White Plains, N. Y., 
estimated the nursing care needed for the convalescent patients to be 
one nurse for every 20 adult patients and one nurse for every 10 to 20 
children. 

The nursing profession as a group should be vitally interested, first 
in further study of the ratio of nurses to patients necessary for adequate 
nursing care, and second in placing this information before the author- 
ities sponsoring these homes. The present urgent need for the establish- 
ment of more convalescent homes, the lack of definite standards of 
nursing service for these homes, and the need for a clearer understanding 
of what the nursing care of the convalescent patient includes should be 
a challenge to all nurses interested in pioneer work. Instead of being an 
uninteresting nursing job—one that will do until there is an opening 
in an active hospital—the care of the convalescent patient is one full of 
possibilities of development and certainly also one that is full of real 
satisfaction. 

No one will deny the satisfaction of seeing a patient’s wound heal 
after an operation or after an accident or of seeing the very sick pneu- 
monia patient recover sufficiently to leave the hospital. These are real 
satisfactions and compensations for the hours of nursing and watching. 
But no less real and even more thrilling is the satisfaction of seeing the 
patient who came to the convalescent home feeble, unstable physically 
and mentally, leave ready to take up his full share of life’s responsibil- 
ities. Miss Katherine M. Wood has said: ‘“Convalescence may perhaps 
not be rightly called a nursing specialty as yet, but it undoubtedly tends 
to become so, in measure with public health or industrial nursing.” 

Our conclusions are: 

1st—That interest in and facilities for the proper care of the con- 
valescent patient are slowly increasing but are still far from adequate. 

2nd—That the nursing profession should feel a real responsibility in 
furthering this interest and in setting proper standards for nursing care 
in convalescent institutions. 

3rd—That convalescent nursing will always be a small field in com- 
parison with that of nursing in an active hospital, but the number of 
nurses employed in convalescent homes is increasing. 

4th—That convalescent nursing instead of being of no special in- 
terest and suitable only to the old and worn-out nurse, is a comparatively 
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new field with pioneer work to be done, and it needs the interest and the 
enthusiasm of the best in our profession. 

Sth—That more emphasis should be placed on the importance of con- 
valescent care in the teaching of our schools of nursing. 

I shall close with a quotation from Dr. Olive Cameron of Toronto: 
“The patient’s sojourn in the hospital is only a part of the journey from 
sickness to health. It is the duty of every community to see that the 
second half of the journey—the upward grade—be made on a fair road.” 
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Blenda L. Frisk is superintendent of the Mary Frances Skiff Memorial 
Hospital, Newton, Iowa. 


Dr. George R. Smith has resigned as superintendent of the Nevada 
Hospital for Mental Diseases, Reno, and Dr. Arthur E. Landers has been 
appointed acting superintendent. 


Winifred Whitney has been chosen to succeed Mrs. Janet F. Korn- 
gold as director of nursing and principal of the Touro Infirmary School 
of Nursing, New Orleans, La. Mrs. Korngold is now director of nurses 
at St. Luke’s Hospital, Chicago. 


J. Ernest Shouse has been appointed superintendent of the John N. 
Norton Memorial Infirmary, Louisville, Ky., succeeding Dr. E. T. Thomp- 
son who resigned to accept a similar position at the Women and Chil- 


dren’s Hospital, Chicago. 
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United States Narcotic Farm, 
Lexington, Kentucky 


HE NEW UNIrep States Narcotic Farm at Lexington, Kentucky, 

was formally dedicated and officially opened by Surgeon General 

Hugh S. Cumming of the United States Public Health Service on 
the afternoon of May 25, 1935. It was open to inspection by the general 
public on the day of dedication and on the following Sunday, Monday 
and Tuesday, after which it was closed to visits by the general public. 
The first admissions were accepted on May 29, 1935, arrangements having 
been perfected for the transfer of some three hundred addict prisoners 
from the Federal prison system. The institution also accepts for custodial 
care and treatment persons addicted to habit-forming drugs, who have 
offended against the United States and have been placed on probation by 
courts having jurisdiction, one condition of probation being that they 
accept treatment at Lexington until cured. Arrangements have also been 
made to accept a limited number of those voluntarily seeking treatment. 
Such persons must comply with the regulations governing admissions. 
Application for voluntary admission should be made to the Surgeon 
General of the Public Health Service. 

The institution at Lexington, Kentucky, is for men only, one thousand 
beds being provided, although it is contemplated that facilities will be 
developed for women addicts in the near future and as an adjunct to 
those facilities already provided for men. 

The second institution at Fort Worth, Texas, is in process of being 
developed. Preliminary plans, or cabinet sketches, have been approved 
and it is anticipated that the contract for the necessary buildings will be 
accepted some time during the summer of this year. 

The institution at Lexington, Kentucky, is designed primarily for the 
care of the more intractable type of person, largely the prisoner group. 
For that reason, the custodial features have been emphasized. The institu- 
tion at Fort Worth will be more open in character, being designed as a 
cottage type, and the custodial features will be less emphasized than those 
at Lexington. Experiences have indicated that there are certain groups 
of addicts who require greater emphasis being placed on custodial care, 
while others may be benefited by a more liberal policy. The institution at 
Fort Worth, therefore, will be supplemental to that at Lexington. 
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Institutional treatment of drug addiction must take into account the 
diverse motives or underlying reasons for seeking treatment, the incidence 
of intercurrent diseases and defects in such a group, the great differences 
in the types of personalities involved, and the need for protecting the 
institutional community against the weaknesses and cupidity of its com- 
ponent individuals. Experience with persons addicted to the use of 
habit-forming drugs indicates that they have had many emotional difficul- 
ties and inner conflicts long before they became addicted to the use of 
such drugs, and the fundamental factors in the treatment and rehabilita- 
tion of such persons represent a definite challenge to psychobiology and 
to the need for appreciating the mental hygiene factors involved in the 
rehabilitation of such cases. 

Moreover, a specific treatment for the withdrawal phenomena seen in 
chronic opium poisoning hinges upon a better understanding of the 
mechanism of drug tolerance and of abstinence symptoms. The conclu- 
sions of one group of observers, who seemingly had established some basic 
principles, have been refuted by others so that the situation remains 
confused. Much investigative work has been accomplished, however, that 
may serve as guideposts for future inquiries, but a great deal of it has 
been pocketed in blind trails that lead nowhere. Further research into 
the nature of drug tolerance and abstinence symptoms would afford 
opportunity to place the treatment of drug addiction upon a more 
rational and possibly specific basis. 

The dedication and opening of the institution at Lexington, Kentucky, 
represents a change in the United States policy toward the so-called drug 
addiction problem. No person will be eligible for treatment or confine- 
ment in the institution unless he is an addict as defined in the law author- 
izing these narcotic farms, and then only if he complies with the regula- 
tions governing admissions. 


The inception of the institution at Lexington is an expression on the 
part of the United States Government that restrictive laws governing 
commerce in narcotics are not the only measures to be applied as a pos- 
sible solution of the medico-social problem of drug addiction. The pres- 
ence in American communities of persons who are addicted to the use of 
narcotic drugs constitutes an ultimate market for smuggled or contra- 
band drugs, and tends to menace the legal supply of such drugs originally 
destined for medical or scientific purposes. Public policies, therefore, 
which have for their object the regulation and control of the production 
and distribution of narcotic drugs are proportionately as effective as those 
which undertake to control, segregate, or cure the drug addict population 
of a community. 
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The isolation and segregation of drug addicts with the object of med- 


ical treatment appears desirable and necessary, for their presence and con- 
tact with others in American communities are a potential danger and a 
causative factor in the production of further addiction, it being estimated 
that more than half of the present day addiction is attributable to contact 
with other addicts. 

The significance of this legislation in relation to Federal offenders may 
be better appreciated when it is realized that repeated prison sentences 
have been imposed more often upon drug addicts than on any other type 
of adult prisoner. The situation respecting repeated prison sentences has 
challenged the usefulness of handling drug addicts through prison sen- 
tence alone. An appraisal of this new policy respecting the establishment 
of the narcotic farms may be best made through study and investigation 
of the problem of drug addiction as it affects the population as a whole. 
Such studies have shown that addiction to habit-forming drugs is wide- 
spread; that all classes and groups of the general population are affected 
in one way or another; that the geographical distribution of these people 
corresponds relatively to the geographical distribution and density of the 
general population; that occupation, age periods of life, nativity, sex, 
color, marital or educational status are not exempting factors, for drug 
addiction appears to be through and on the people. 

Heretofore, so far as public policies are concerned, drug addiction has 
been regarded almost solely as a penal and correctional problem, some- 
what like that of the insane of an earlier day. In the establishment of 
an institution such as that at Lexington, it must be appreciated that any 
betterment in the social, moral, economic or commercial conduct of a 
self-governing people springs not from the mind of any one person, but 
from the congregate opinions and wishes of generations in community 
groups. Notwithstanding the sudden emergence of the so-called reform 
movements, they are always based upon a framework that is deeply rooted 
in a background of tradition and community practice. 


The place the narcotic farms occupy in the scheme of our social order 
has behind it a continuous evolutionary growth of more than three cen- 
turies. During that period society has endeavored to set up coordinate 
public policies directed toward the solution of community problems and 
those of individuals who could not meet adversity and conform with the 
ever changing but liberal standards in human relationships. As American 
communities grew older and populations increased; as civilization and 
human relationship became more complex and exacting; and as isolation 
gave way to more intimate contacts and uniformity in outlook, there has 
been no escape from the constant increase in the number of those who, for 
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THE First UNITED States Narcotic FarM, AT LEXINGTON, KENTUCKY 





various reasons, became social problems or charges upon the general public. 

The object of the Lexington, Kentucky, farm is to rehabilitate, restore 
to health and train to be self-supporting and self-reliant those who are 
admitted thereto. In addition, the control, management and discipline 
are to be maintained for the safekeeping of the individual and the pro- 
tection of American communities. Shops are being established to afford 
occupation, vocational training and education. Experiments are to be 
carried on to determine the best methods of treatment and research in 
this field and the results disseminated to the medical profession and the 
general public. In short, the functions of the institution will assume 
the character of a treatment and research center and of an educational, 
industrial, vocational and rehabilitation center, with certain custodial 
features superimposed. 

The institution at Lexington, Kentucky, is said to be the largest build- 
ing in that state. Its mass of brick, steel, stone and concrete covers ap- 
proximately eleven acres. There is a total of fourteen hundred rooms in 
the main building, with an auditorium seating capacity for approximately 
fifteen hundred persons, and a gymnasium and chapel of large propor- 
tions. The front or facade of the building extends 632 feet across the 
top of a hill surrounded by rolling blue grass land. The front section of 
the building houses the executive offices, reception rooms and quarters 
for both male and female employees. A force of approximately 245 
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people, including professional, subprofessional, technical, fiscal, admin- 
istrative, clerical and custodial, is required to operate the institution. 

Most of the front section of the main building is three stories in height 
abové the basement, but in its center rises a tower of five stories, through 
which is the main entrance or driveway into the institution, leading into 
a court 300 feet long and 200 feet wide. On either side of this court 
are large three-story wings for the more prolonged domiciliary care of 
those admitted, and at the rear of this main court is the general medical 
and diagnostic center. These and all other units of the main building 
are connected, forming a rectangular design. 

Surrounding the central court on the ground level is a wide arcade or 
promenade. This court and other courts between wings provide space 
for segregation, classification, outdoor exercise and other activities for 
inmates. The general medical building at the rear of the main court is 
practically of the same size as the front section of the building except 
that its center tower is seven stories, from which a promenade deck sur- 
rounds the seventh floor tower, affording an exceptionally good view of 
the surrounding country. The general medical building houses all of the 
paraphernalia and equipment incident to the intensive examinations and 
studies of inmates, including the dispensary, the x-ray department, the 
dental unit, the eye, ear, nose and throat service, the laboratories, urologi- 
cal service, special examining room, hydro and electro therapy, and other 
activities of this character. On the floor above are three wings extending 
to the rear, one of these being devoted to the reception of new admis- 
sions, one to a hospital for the treatment of intercurrent diseases, and 
the third for the housing and safekeeping of the intractable and incor- 
rigible types. Farther to the rear are the dining rooms, which give 
adequate space for the classification and segregation of the inmates, and 
the kitchen, to the rear of which is a large service court surrounded by 
shops for the maintenance of the buildings and the occupation of the 
inmates. The occupational or industrial work will assume the flavor of 
occupational therapy in terms of woodwork and garment manufacture. 
Farther to the rear is the power house. 

The property, comprising approximately one thousand acres of land, is 
devoted to agricultural activities, including dairying, intensive truck 
farming, the raising of hogs and poultry, and other general farming 
activities. 





Svea Landh, superintendent of the Proctor Hospital, Peoria, Ill., for 
the last eleven years, has been granted a leave of absence. 
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Report on Pediatric Departments in 
General Hospitals 


CLIFFORD G. GRULEE, M. D., and GEORGE F. MUNNS, M. D. 
Chicago, Ill. Winnetka, Ill. 


Part II—Regions II and IV 


EGIONS Ill AND Iv include the midwestern and far western states. 
In region three, ten states report that one or more general hospi- 
tals have at least twenty-four beds and bassinets for infants and 
children. These ten states are Colorado, Illinois, Indiana, Kansas, Mich- 
igan, Minnesota, Missouri, Nebraska, Ohio and Wisconsin. In region 
four, only California and Washington report pediatric departments in 
general hospitals of the above minimum number of beds. 
The following table presents the distribution of the respective services 
by Regions, and by States also reveals the relative size of the services. 


TABLE 1 


Region III 


Largest Smallest Largest Smallest 
No.of No.of No.of No. of 


Beds Beds _ Bassinets Bassinets 
State No. of Total Total in One inOne inOne_ inOne 
Hospitals Beds Bassinets Hospital Hospital Hospital Hospital 
Colorado: 2+ 3 83 70 38 20 45 5 
HINNOIS occ css 8 247 159 47 25 50 3 
Indiana. .....+ 5 182 133 58 po 57 5 
WANGRS. o-6s-« 0 «3s 3 124 61 52 32 26 15 
Michigan ..... 8 517 311 200 29 102 4 
Minnesota .... 95 199 112 70 2 33 5 
Missouri ...... 5 203 199 70 25 66 i 
Nebraska ..... 3 77 46 28 24 20 6 
Cie ve cose 20 843 500 100 24 74 2 
Wisconsin .... 5 232 106 80 33 75 10 
"Totals: oss 65 2,707 1,697 
Region IV 
California ..... 12 807 404 270 27 120 15 
Washington ... 2 71 101 36 35 51 50 
"ROR sie 6 ese 14 878 505 


Ten states are represented in region III and two in region IV with 
sixty-five hospitals in the former and two in the latter region, represent- 
ing a total bed capacity of 2707 and 878, respectively; bassinets are 1697 
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and 505 in the same order. The largest single service is found in Cali- 
fornia, one hospital there reporting 270 beds for children. Second and 
third largest services are found in Michigan and Ohio with 200 and 100 
bed services, respectively. The hospital having the greatest number of 
bassinets is again found in California, the largest service there having 120 
bassinets, Michigan reports the next largest with 102 bassinets. and Wis- 
consin is third with 75. 

None of the hospitals in either region reports less than 20 beds for 
children. In region III, Ohio has 20 hospitals which report pediatric 
services of the size considered in this report, more than twice as many 
as found in any other state. California in Region IV reports 12 such 
services. 

Residents 

In Region III, fifteen hospitals employ 26 pediatric residents. Only 
13 of these residents give their time exclusively to the pediatric depart- 
ment. In each instance the resident receives a salary. These salaries vary 
from $20.00 to $150.00 per month. In Region IV, ten hospitals employ 
fifteen residents, among whom seven confine their activities exclusively 
to the pediatric department. The salaries in this instance vary from 
$10.00 to $125.00 per month. 

Interns 

Region III. In six hospitals are found a total of twelve internships in 
which the intern may devote his time exclusively to pediatrics. Region 
IV has six such internships among three hospitals. 

Attending Staff 

Region III. Among sixty-five hospitals there are 295 pediatricians on 
the attending staffs. In Region IV, ninety-six staff members are reported. 
The period of service varies from one to twelve months. Many services 
are reported of three or four months, but the majority seem to be for a 
twelve month period. 


Newborn Service 

In Region III, thirty-one hospitals maintain the newborn service under 
the supervision of the pediatric department. In Region IV there are 
eight such services, all of them in California. 
Nursing 

Region III. A head nurse is in charge of the pediatric department in 
all hospitals. These nurses have had special pediatric training in all but 
three instances. Again, as has been found frequently in the reports on 
Regions I and II, these nurses in many instances have had only three or 
four months of special pediatric training. In Region IV all hospitals have 
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a head nurse in charge of the pediatric department. In two instances 


these nurses have not had special pediatric training. However, it is in 
contrast to note that there are very few instances in which the head 
nurses have not had one year or more of special pediatric training. 

Fifty-eight hospitals in Region III have pupil nurses, the average service 
being from two to four months. These nurses may have from one to 
twenty-five infants under their care, the average being about four to six 
in the children’s department from one to sixteen children with an average 
of four to eight. In Region IV, thirteen hospitals have pupil nurses and 
the relative number of nurses to care for the infants and children is about 
the same as in Region III. 
Newborn Service 

Thirty-one hospitals in Region III and eight in Region IV, or about 
§0 percent, maintain their newborn services under the supervision of the 
pediatric departments. 
Social Service 

Twenty hospitals in Region III and five in Region IV maintain a spe- 
cial social service department for children. 
Diet Kitchen 

Region III. Fifty hospitals have a special diet kitchen for infants and 
twenty-nine have one for children. In Region IV, ten have one for 
infants and six have one for children. 
Schooling 

Twenty hospitals provide schooling for patients in Region III and five 
provide it in Region IV. 
Recreation 

Thirty hospitals provide for recreation in Region III and six in Re- 
gion IV. 
Dispensary 

Region III. Forty hospitals maintain a dispensary for infants and chil- 
dren. Most of these clinics are open daily and the attendance averages 
from 15 to 30 patients per day. The extremes in variation of attendance 
are as low as one and as high as forty-seven per day. In Region IV 
eleven hospitals maintain a dispensary for infants and children with attend- 
ance figures similar to those in Region III, with extremes of as low as 18 
and as high as 125. 

In Region III the same staff serves in both hospital and dispensary in 
37 instances. The resident receives experience there in 13 and the in- 
terns in 31 instances. In Region IV these figures are 10, 7 and 9, respec- 


tively. 
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The second table presents figures concerning admissions, deaths, autop- 
sies and percentage of deaths and autopsies among the hospitals in Regions 


III and IV. 





TABLE. 2 
Region III 
Number Percentage Percentage 
Admitted Deaths Autopsies of Deaths —_ of Autopsies 
State New Chil- New Chile New Chil’ New Chile New Chil- 
Born dren Born dren Born dren’ Born dren Born dren 
Colo. 1,527 4,953 106 88* 27* 46* 6.9 1.7 23.4 $2.2 
Ill. 3,111 45,154 i Ti2 46 45 ag a 2 39.4 40.1 
Ind. 1,996 3,366 100 183 8f¢ 29* 5.0 5.4 8.0 15.8 
Kan. 833 680* 16 47* 8 15* 19 6:9 50.0 31.9 
Mich. 5,356 6,190* 192* 350% 93* 139* kp a Se 48.4 39.7 
Minn. 2,196 3,015 94 141 54 90 4.2 4.6 57.4 63.8 
Mo. 4,366 4,044 141 146 36 89 3.2 3s6 25.5 60.9 
Nebr. 1,350 1,678 51 57 30—s 31 3.7 33 58.8 54.3 
Ohio 10,416 11,784 445 656 210 288 4.2 5.5 47.1 43.8 
Wisc. 3,594 4,388 164 122 26 61 45 2.7 15.8 50.0 
Total 34,745 45,252 1,426 1,902 538 833 4.1 4.2 a eS 
Region IV 
Calif. 1385 9,711 275 = =687 99 186 3.6 7.07 36.0 27.0 
Wash. 1,770 714 6* 6 2 1* 2 ? ? 2 





Total 9,355 10,425 As there are only two hospitals reported from Wash- 
ington the failure of one to report figures as indicated 
above prevents accurate summary figures. 


*One Hospital..... No reply. 
+Two Hospitals....No reply. 


Comment 


As might be expected in relatively denser areas of population, we find 
in Region III a fairly large number of hospitals with pediatric depart- 
ments of twenty-four or more beds. However, nearly one-third of the 
total is found in one state, Ohio, and over 55 percent among three of 
the ten states in that region. Specifically they are in Ohio, Michigan 
and Illinois. 

Hospitals which can be considered in this report are found in only two 
states of Region IV, California and Washington. Fourteen hospitals are 
reported from these two states; twelve or over 85 percent of them are 
in California. However, these two states have available about one-third 
as many beds and bassinets as reported for the ten states of Region III. 

Only fifteen hospitals of the entire group in both regions employ 
pediatric residents. Although 26 residents are reported, only half of this 
number give their time exclusively to the pediatric departments. 

Only eighteen internships in which a man may spend his time exclu- 
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sively in pediatrics for one year are reported, and these are available only 
in nine hospitals. 

Little need be said here concerning attending staffs except that in com- 
mon with previous reports on Regions I and II, we find too many instances 
in which services are only for one, two, three or four months’ duration. 
We wish again to emphasize, at the risk of boring, that to our mind this 
is too short a time if that service is to be efficiently conducted. 

Only 39 or about 50 percent of the hospitals in both regions maintain 
their newborn service under the supervision of the pediatric departments. 
Without wishing to seem impertinent, we suggest that these figures show 
considerable room for improvement. California has the best record of 
any state in the two regions in this respect with a figure of 75 percent; 
Nebraska is next with 667%, percent. 

Nursing care in so far as we can determine from the rather sparse 
information afforded by the questionnaire is in most instances competent. 
Although we again find too many head nurses who apparently have not 
had what we consider adequate pediatric training. 

About 30 percent of the hospitals in Region III and 40 percent in 
Region IV mention a social service department for children. These are 
fairly good figures when one considers that many of the pediatric depart- 
ments are small. 

A large majority of hospitals in both regions maintain special diet 
kitchens for infants and many have one specially for children. 

Less than 33 percent in Region III and about 50 percent in Region IV 
provide schooling for convalescents, while recreation is provided ‘among 
about 50 percent of hospitals in both regions. These latter figures again 
reveal that these two activities probably do not receive enough emphasis 
in many hospitals. Of course, in the smaller departments there are prob- 
ably relatively few patients whose stay in the hospital will be long. 

Newborn mortality rates vary considerably for the various hospitals 
and states. In some hospitals the mortality rate is extremely low and 
probably reflects excellent obstetrical and pediatric care, while among 
other institutions it is lamentably high. By states as well there is quite a 
variation in these figures as evidenced by Nebraska with a low figure of 
1.9 percent and Colorado with a high of 6.9 percent. The total average 
of all states is 4.1 percent, which is too high. 

Alertness of medical thought and efficiency of medical procedure in 
hospitals is often reflected rather accurately by necropsy figures. Again 
we find a wide variation in our figures from a low of 8.0 and 15.8 percent 
among infants and children respectively in Indiana, to a high of 58 8 
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percent for Nebraska among children and 63.8 percent for Minnesota 
among infants. 

This is the third report in an attempt to obtain much needed informa- 
tion concerning pediatric care in general hospitals of this country. In 
previous reports hospitals in Regions I and II of the American Academy 
of Pediatrics have been considered. A final report will be made in which 
the committee will attempt to co-ordinate the three previous reports and 
from that information to give concrete suggestions as to what should be 
done to improve pediatric care in general among the hospitals included 
in the report. 

Part III 

Previous reports have reviewed pertinent information concerning pedi- 
atric care among hospitals in each of the regions of the Academy of 
pediatrics which have 24 or more beds and bassinets exclusively for infants 
and children. 

We here attempt to make a comparative and composite report formu- 
lated from the data given in the earlier reports. 


TABLE I 
Total number of hospitals 
OE: 5. phos avy Oy Oe oe Pe s+ eee 135 
| Ree err rere ee oT ee pete ser we 
ROSE. 1 ARR eet Mee see 47 eae ar eer he ra 65 
LCT fe] Ran re erat ea oe 14 
PRS tea ek ries eee ae ete RA ee tee 235 


According to the 1934 A. M. A. report there are in this country 6437 
hospitals. Among this number probably about 4000 can be strictly desig- 
nated as general hospitals and about 5.8 percent of all general hospitals 
have pediatric services of sufficient size to be eligible for consideration in 
our report. According to the report of “The Committee on Medical 
Care for Children” of the White House Conference, more than half of 
the general hospitals have capacities of less than 50 beds and 75 percent of 
them have less than 100 beds. These figures may help explain the reason 
why only 5.8 percent of the general hospitals have 24 or more beds and 
bassinets for children. 

When the data for the separate regions of the above table is examined 
we find that Region I has more than twice as many qualified services as 


the next highest region, which is Region III, six times as many as Region 
II, and almost ten times as many as Region IV. Population figures ex- 
plain these differences only partially. When we consider census reports 
for the four regions we find that they are as follows (according to last 
census, 1930): 
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TABLE II 
Region I Region II Region III Region 1V 
12 Eastern 14 Southern 13 Mid-west and 10 Far Western 
States States Western States States 
36,765,866 35,499,838 39,527,891 10,860,431 


Population is apportioned over vastly greater areas in Regions II, III 
and IV and of course there are relatively fewer cities in these areas than 
in Region I. Thus if all other factors are the same, the size of the hos- 
pitals would be expected in general to be smaller in the latter three 
regions. Small communities usually do not have large hospitals, and chil- 
dren’s services of 24 or more beds usually are found only among the 
larger hospitals. Other factors of importance are the relative wealth of 
the respective regions, and the greater number of medical centers such as 
medical schools, clinics, etc., to be found in Regions I and III. Region 
IV, for instance, includes a large part of this country but possesses a 
population of less than one-third that of either of the other three regions. 
In eight states of Region IV there are no hospitals having pediatric serv- 
ices of the size considered here and of the total of 14 with services found 


in that region, 12 are in California. 





TABLE III 
Beds Bassinetts 
WRC RtOIN TRY eoise cs ors eo 6,835 LOOT OT a)  Sainabae bee tesa 5,749 
Reston: Pb... tc 1,162 Regione rsa s 601 
Pe TEP... ieinnns 2,707 arr cee 1,697 
ae 878 ree 50S 
eo oot, 11,582 ore eaves 8,552 


The White House Conference report lists about 39,837 beds for chil- 
dren among 4,021 general hospitals. Hospitals reported here then have 
about 29 percent of this total number. 








TABLE IV 
Total Admissions (1933) 
Children New Born 
gt Perera renee 116,723 ee 99,805 
1 Crs hid | dia eee aaa 26,675 Cho | ere 14,512 
| aes 45,252 | rr 34,745 
aera 10,425 ae 9,355 
0 C | ee ee 189,075 VRGEAIN occ once 158,417 


An interesting point concerning these figures is that total newborn 
admissions almost equal total children’s admissions among these hospitals. 
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This fact makes the newborn departments of relatively great impor- 


tance. 
TABLE V : 
Attending Staff (Pediatrists) 

Region | . ; 540 
Region II ... 85 
Region JIT ...... 295 100% of the Hospitals have a 
Region IV ...... 96 special pediatric attending staff. 

Foetal .... 1,016 


About one-fourth of the total number of physicians specially interested 
in pediatrics in this country are members of the attending staffs of these 
hospitals. 

Among 1403 General hospitals replying to a questionnaire sent out by 
the White House Conference Committee only 56 percent had a special 
attending staff for the pediatric department. 


TABLE VI 


Newborn Service Under Supervision of Pediatric Department 














SN OEE eee Pears 67 50—% : 
Region II. Perak yer ee era ee . 14 66+% : 
Region III... pS eareinr catia eee 47-4-% q 
NM 66ers taste ee Kee ae Hees 8 57+ % Fe 
TS Fer ere 2... .120 51% : 
Among 806 replies to the White House Conference questionnaire, 14.8 
percent reported pediatrists in charge of new-born services. 
TABLE VII 
Hospitals having Residents whose time is employed part or 
exclusively on the Pediatric Service. 
PRO ORINN oc2.e8 otal Aree cl deinen Spe entr eee en raetin weak lade noma ee 33 
Pee Ce ea ty ee ene anne 10 
PRS RAGINMMUA Le oreo hea ea tee e erars tay ah seem OLer ocotes erat are ona sean Arne 15 
I as hra sacar pace nl tia n'y Wad aia air dy iw oa awed psa 10 
NN oN 0 bah oS Os eral Ske GAGs 68 
Eighty-five residents are employed among the 68 hospitals, and of these 
56 or 65 percent are employed exclusively in the pediatric department. ] 
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TABLE VIII 


Hospitals having Interns whose time is exclusively employed 
in the Pediatric Department. 





Region I Ete ga ten toate ee tee een ene ey 6. 22% 

Region II... .. Tee ee ee ee 4 19% 

Region Ill ... oe eee : 6 9% 

rr re Veer 3 21% 

Total ear oe 18% 
TABLE IX 


Hospitals in Which the Head Nurse in Charge of the Pediatric 
Department has had special Pediatric Training. 





Region I . 5 5 edge ees 5 wae 90—% 

Region II. SAS Ses ee es ee 71-+% 

Region III... . Sacchi cas ii, 95+-% 

8. rere Samott tad Jaen 89-+-% 

Total ..... Me erry . 89% 
TABLE X 


Head Nurses with Special Pediatric Training limited to 
less than 6 months. 








E No Reply 
: INCRIOMGE Feats 2c 5 ean Oo ae rer ht 28 15 
: TI 0s Ken 4rd aes Seleaa ee + 5 
; Region III ....... DNs Linc a ae 9 12 
3 WRG Crap 5 scar sccntcatgae hie ve ea errs 2 4 
A MRE 6 > 3 23:0.) able 430r20% 3606 17% 
: Twenty percent of the head nurses in charge of the pediatric depart- 
: ments have had less than six months of special pediatric training. The 
fs proportion may be still larger as 17 percent of the hospitals failed to 
answer this question. 

‘ TABLE XI 
. Hospitals having a Social Service Department available to 
a the Pediatric Department. 
; NE Be ican ach ate bios Ae LA 56 41% 
DRG OER BE os a0 oe fi ee wey eug cc era ae ee ae 7 33% 
OS ees ee Redcie Gree a ae 20 30% 
Region IV ....... snide pace ike ek aes etre ae 5 36% 


0G, se eres ee ee ae eee 88 


Thirty-seven percent of all hospitals have a social service department 
available for use by the pediatric department. 
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Among a total of 4268 hospitals replying to the White House Confer- 
ence questionnaire, only 9.84 percent reported that they had a social 
service department. 

TABLE XII 
Hospitals having a Special Diet Kitchen. 
For Infants For Children 

Region rive te SS Region I .. 65 48% 

Remen ......... 69% Region II. -2ox S9 F2% 

Region rer 77% Region Ill .... . 29 44% 

Region : 71% Region IV........ 6 43% 


Total sane Vil 


Eighty-four per cent of all hospitals have special diet kitchens for 
infants and 47 percent have them for children. 


TABLE XIII 


Hospitals supplying Schooling and Recreation for Convalescents. 


Schooling Recreation 
Region I......... 46 34% Region I ........ 93 68% 
Region II......... 4 19% Region II . ..+ §$ 24% 
Region 20 30% Region III ........ 30 46% 
Region IV ........ 5 35% Region IV ...... 6 43% 


o7S Total it swan Se 


Thirty-one percent of all hospitals provide schooling and 57 percent 


provide recreation for convalescents. 


TABLE XIV 


Hospitals having a special dispensary for children. 
Region I 83% 
RR ec kirrk a wondins canesantenkaees 90% 
Region III 61% 
Region IV 80% 


Seventy-seven percent of all hospital have a children’s dispensary. 
TABLE XV 


Hospitals in which the same staff serves in both hospital 
and dispensary. 
Region 79% 
Region 69% 
Region 55% 
Region 71% 
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In 70 percent of all hospitals the same staff serves both hospitals and 
dispensary. 
TABLE XVI 


Hospitals in Which Residents and Interns have duties in 
the Pediatric dispensary. 


Residents Interns 
Ms Region I 24 72% Region I 85 62% 
3 Region II. 6 60% Region II .. 13 61% 
Region III . 13 87% Region III . 31 47% 
Region IV ..... 7 70% Region IV . 9 64% 
, er Tee... .... 138 


Among 68 hospitals employing pediatric residents, 73 percent afford 
the resident dispensary duties and 58 percent of the interns in all of the 
hospitals have duties in the pediatric dispensary. 

TABLE XVII 


Percentage of Children’s deaths and necropsies. 


Deaths Necropsies 
ED e630 Sascckirisles cievnness ele 39.2% 
OE ee Swedes wee + 21.7% 
Dee ee ee 43.7% 
SN 65 5 a oe 7.07 %* 27.0% * 

*One state no reply. 

General average for children’s deaths... . . . . 5.4% 
General average for children’s necropsies. +++ SEA 


TABLE XVIII 


Percentage of Newborn deaths and necropsies 


Deaths Necropsies 
Se eee = ons 2 39.5% 
Region II...... .-. Pere rare . 5.1% 20.2% 
Resion: BE ..2.450 ee ee 37.7% 
WE ier oh hai eae +» S6%* 36.0% * 

*One state no reply. 

General average for Newborn deaths... . . ee 
General average for Newborn necropsies....... . > BSS 


Comments and Conclusions 


Regions I, II and III have about the same population yet there is a 
marked difference in the number of qualified pediatric services in the 
respective regions. Apparent reasons for this difference have been given. 
The same explanation may be used for Region IV plus the fact that the 
total population of the area is less than one-third that of each of the 
first three regions. 
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The 1934 report of the A. M. A. lists a total of 1,027,046 beds and 
§2,464 bassinets among 6437 hospitals in this country. The hospitals 


considered in this report reserve about 1 percent of that total number 
of beds for children but better than 15 percent of that number of bas- 
sinets. As has been previously stated, questionnaires returned from 4021 
general hospitals revealed that they had available only about 39,837 beds 
for children, some of these not necessarily restricted to use by children. 
Hospitals considered in our reports have about 29 percent of this total 
number. 


Among a part of 1403 general hospitals replying to the White House 
Conference questionnaire there was an average of about eight beds per 
hospital for babies and about 12 beds for children from two to four years 
of age. The average number of beds for children among hospitals con- 
sidered in our report is 49, bassinets 36. These figures indicate rather 
clearly that most of these 235 hospitals are fairly large general hospitals. 
Their total number of children’s admissions for 1933 is better than 33 
percent of the total number of children’s admissions to the 1403 general 
hospitals of the 1929 White House Conference report. 


Newborn figures for the year 1933 also indicate that in general the 
obstetrical departments of these general hospitals are large. The relative 
importance of the Newborn departments becomes more apparent when 
we find newborn admissions almost equalling the childrens admissions. 
In view of the fact that newborn departments in these hospitals are com- 
paratively large, care and supervision in them should be as efficient as 
possible. Probably the most effective newborn care is secured when that 
department is under the supervision of the pediatric department. How- 
ever only 51 percent of the hospitals have pediatric supervision of the 
newborn department. The highest percentage of such care occurs in 
Region II, the lowest in Region III. When one compares this 51 percent 
figure to the 14.8 percent figure for pediatric department supervision re- 
ported among 806 hospitals in the White House Conference report, the 
former figure is favorable. However 100 percent of the hospitals con- 
sidered in this report have a special pediatric attending staff. When one 
examines the newborn death rate percentages for each region and particu- 
larly for individual hospitals it becomes apparent that many newborn de- 
partments have records in this respect of which they cannot be very 
proud. Pediatric supervision of newborn departments has provided favor- 
able results in practically all instances in which it has been adopted. There 
are none of these hospitals which lack a pediatric staff. There must be, 
at most, a few in which that staff could not or should not supervise the 


newborn department. 
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Data concerning pediatric interns and fesidents needs little additional 


discussion except to say that about 25 percent of the hospitals have 
pediatric services of sufficient size to warrant a pediatric resident and that 
about 65 percent of these residents are employed full time on that service. 

Head nurses in charge of a specific department, if they are to be partic- 
ularly efficient in their work should have special training in that specialty. 
Eleven percent of the hospitals report that their head pediatric nurses 
have not had special pediatric training. ‘Twenty percent of those who 
had special training have had less than 6 months of it. Seventeen percent 
did not reply and probably a large percentage of this number should be 
added to the 20 percent. 

The Committee feels that head nurses in charge of pediatric depart- 
ments should have at least 6 months of special pediatric training and pref- 
erably one year in that specialty. 

Too few hospitals have social service departments for or available to 
the pediatric department. Certainly children’s services of the size con- 
sidered here must meet a considerable number of problems in which the 
co-operation of a social service department would be helpful and at times 
almost indispensable. This is again a serious weakness among these hos- 
pitals. 

We were pleasantly surprised to observe the number of hospitals which 
have a special diet kitchen for children, but feel that all of them should 
have special diet kitchens or milk laboratories for infants. Sixteen per- 
cent of the hospitals do not have them. 

Schooling for convalescents is provided in less than 14 of the hospi- 
tals (31 percent), and is as low as 19 percent in Region II. Many of 
these hospitals probably have comparatively few children of school age 
confined for long periods of convalescence. Schooling may not be of 
particular importance in these instances, although it should be provided 
in every hospital in which there are a number of convalescents. 

Recreation for convalescents should also be available in each hospital. 
Fifty-seven percent of the hospitals report that they provide for it. 

A large proportion (77 percent) of the hospitals report that they have 
special pediatric out-patient dispensaries and among about 70 percent of 
these, the dispensary and hospital have interlocking staffs. A majority of 
these dispensaries are open three days each week and among the larger 
hospitals they are open daily. Average dispensary attendance appears to 
be about 20 to 30 patients. If we allow an average of 25 patients per 
dispensary with the dispensary open only 3 days weekly it would mean 
that there are about 1,000,000 visits yearly. However many of these 
children’s dispensaries are open daily, which would mean that as near as 
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we can estimate there are probably at least between 1 and 14% million 
visits yearly to the pediatric out-patient departments of 235 general hos- 
pitals. One and one-half millions more or less of dispensary visits each 
year would suggest that the pediatric out-patient departments of general 
hospitals can and probably do play an important role in child health prob- 
lems throughout the country. 

Seventy-three percent of pediatric residents and 58 percent of the 
pediatric interns have duties in the dispensary. Unquestionably such 
duties enhance the value of a residency or internship and it is advisable 
that dispensary experience in pediatrics be made available to all residents 
and interns who desire such pediatric experience. 

Death rates may be misleading if they are used as a gauge of hospital 
efficiency, although newborn death rates we believe are an important in- 
dex of the efficiency of respective obstetrical and pediatric departments 
and particularly the efficiency of their co-operation. Region I can boast 
of the lowest figure in this respect. 

Necropsy figures are particularly apt to reflect the spirit of serious re- 
search and scientific, efficient medical care associated with an institution. 
The average newborn and children’s necropsy percentage for the four re- 
gions is 33 percent, about 8 percent higher than that reported among 
1,002 hospitals replying in 1929 to the White House Conference ques- 
tionnaire. But this is only about half of the percentage achieved by 
childrens’ hospitals in this country. Region II makes a rather poor show- 
ing in this respect, this figure combined with their high childrens’ and 
newborn death rate figures suggest that pediatrists and obstetricians in 
that area have a worth while problem to solve. 


It is to be hoped that newborn and children’s death rates may be lowered 


and necropsy percentages bettered in all regions. 





Carl P. Wright, Jr., formerly general inspector, Department of Hospi- 
tals, New York City, has accepted a position as assistant superintendent 
of the New Haven Hospital, New Haven, Conn. 


* % 


Dr. William B. Talbot, formerly assistant director of the Grasslands 
Hospital, Valhalla, N. Y., has succeeded Dr. T. Dwight Sloan as super- 
intendent of the New York Post-Graduate Medical School and Hospital, 
New York City. Dr. Sloan resigned because of ill health. 
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AMONG THE ASSOCIATIONS 


The Catholic Hospital Association Holds Its 
Twentieth Annual Convention 


Upon the beautiful campus of the Creighton University at Omaha, 
the Catholic Hospital Association staged its twentieth annual conven- 
tion, with a registration of more than 1,000 from hospitals in the United 
States and Canada. 

The arrangements for holding the convention were ideal. The large 
Auditorium was used for many of the sessions and the gymnasium was 
utilized for the commercial and educational exhibits, as well as for some 
of the session meetings. At those sessions held in the gymnasium the 
Sisters and delegates occupied seats among the exhibits and on the 
gallery above, and the speakers addressed the convention from a platform 
arranged on the gallery level. The meetings of the delegates were 
inspiring. 

The theme of the convention was “The Hospital’s Place in Social 
Reorganization,” and around this theme Reverend Alphonse M. Schwitalla, 
S.J., president of the Catholic Hospital Association, and Mr. M. R. 
Kneifl, executive secretary, had built a fine program. Father Schwitalla’s 
excellent address was most constructive and outlined the purposes and 
policies of the Catholic institutions, and emphasized the important rela- 
tionships that the hospitals maintained as a part of the welfare program 
of the Catholic Church. 

Five general sessions were arranged, at which were presented discussions 
of topics closely related to the theme of the convention. In addition, 
and constituting one of the most interesting features of the week, sixteen 
sectional meetings were held, for the most part in charge of the Asso- 
ciation’s professional committees. These meetings were round table 
conferences devoted to nursing service, nursing education, and special 
features in the operation of the hospital. 

The special feature of the convention was a conference on “Hospital 
Administration,” which was inaugurated at the Cleveland Convention 
last year and further developed this year at Omaha. 

The Convention was opened by High Mass. On Monday morning the 
opening session was held at St. John’s Hall, Creighton University, where 
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the various civic, educational and professional groups extended a welcome 
to the delegates, and Father Schwitalla delivered his presidential address. 
The subjects discussed at the conference on ‘Hospital Administration,” 
were: 
“Organizational and Administrative Considerations in the Large and 
Small Hospital.” 
“Ethical Relations with Regard to Organized Medicine and the 
Medical Staff.” 
“The Organization of the Medical Staff in Hospitals Varying Both 
as to the Type and Size.” 
“General Policy Respecting the Hospital’s Public Relations.” 


The various subjects discussed at the general meetings and conferences 
were as follows: 


Federal Legislation 

Medical Nursing 

Laboratory Service 

Out-Patient Department 

Financial Administration of the School of Nursing 
Pediatric Nursing 

X-Ray Service 

Educational Affiliations 

Medical Records 

General Business Meeting 

Pharmacy 

Surgical Nursing 

Medical Social Service 

Inspection Program of the Council on Nursing Education 
Curriculum in the School of Nursing 

Dietetics 

Obstetrical and Gynecological Nursing 

Hospital Finance 

Nursing Education 


Special mention should be made of the fine display of commercial and 
educational exhibits—they were particularly well located, and in the 
educational exhibits every type of hospital activity was presented, while 
the commercial exhibits included the latest developments in hospital 
equipment. The exhibit hall was particularly adapted for displaying 
these exhibits to the best advantage. 

The twentieth annual convention was an inspiration to every one who 
attended,—it brought both a hope renewed and an added determination 
to “further the individual Hospital Service to its Community.” 

The meeting closed on Friday afternoon with Benediction at St. John’s 
Church. 
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The International Hospital Congress 


HE CONGRESS WAS OFFICIALLY OPENED on Sunday, May 19th, at 

10:00 a. m. in the Julius Caesar Hall of the Capitol Building at 

Rome, at which time the inauguration took place. The large hall 
with its many statues and paintings of historic Rome was filled to ca- 
pacity. It was a formal affair, and representatives from all parts of the 
world were present. One of the high-lights of the occasion were the 
special ushers with their white wigs and their “Middle Age” costumes 
a la Neapolitan—red velvet suits with gold braid and buttons, silk 
breeches, silk stockings, and blue shoes. They presented a very stunning 
sight and added to the pomp and ceremony of the momentous occasion. 

At the inauguration many of the officials of the Congress spoke. They 
were preceded by the Governor of Rome, Signor Bottai, who made the 
welcoming address, and the Executive Representative of the head of the 
Italian Government. Then the President of the Congress, Dr. von 
Deschwander, and a number of other important figures in international 
hospital work delivered their addresses. 

The Congress was very well organized and the program progressed 
from day to day exactly as called for on the agenda. There were many 
sub-committees which worked on different subjects such as architecture, 
hygienic requirements, medical work, general surgery. 

One of the most interesting points of the excursions was the exhibition 
of Italian hospitals in Rome, which also included a national exposition of 
material manufactured for hospitals in Italy. 

A feature of the convention was a reception given at the Vatican 
by His Holiness, Pope Pius XI, to the Congress. About approximately 
150 members attended. Those attending were very pleased to have His 
Holiness address them for more than forty-five minutes. In his address 
he stated that such an international congress does much to cement 
humane feeling throughout the world. 


Another important event was the reception at the Capitol offered by 
His Excellency the Governor of Rome. The writer attended this re- 
ception, at which ladies were present, and found it most interesting. The 
important figures at the Congress had occasion at this reception to mingle 
freely with one another. After refreshments were served we were per- 
mitted to visit the Capitol Gardens, which are very beautiful and in- 
teresting with their many statues and monuments. 

Many fine papers were read and discussed at the Congress, and re- 
ports thereon are being prepared and will be published in the Nosokomi- 
eon. 
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The Congress was a complete success, and will lead to many pleasant 
relations between the hospitals of the different countries and be of great 
benefit to humanity in view of the many fine ideas exchanged at the 


meetings. 





re 


The Mid-West Hospital Association 
THE MID-WEST HOSPITAL ASSOCIATION 


The Mid-West Hospital Association, composed of hospitals in Colorado, 
Kansas, Missouri and Oklahoma, held its annual convention in Colorado 
Springs, June 6 and 7, and brought together 250 representative hospitals 
from the middle west. 

The president, Frank J. Walter, superintendent of St. Luke’s Hospital, 
Denver, and Mr. Walter J. Grolton, St. Louis Hospital No. 1, executive 
secretary, arranged an extensive program for this important meeting. 

The following papers were presented: 

“Routine to Be Followed in Case of Death,” B. B. Jaffa, M.D., 
Asst. Mgr., Health and Charities, City and County of Denver. 
“The Future of Hospitals”: (a) The Private Hospital—Norman J. 
Rimes, supt., Christ’s Hospital, Topeka, Kans.; (b) Government 
Hospitals—Maurice H. Rees, M.D., Dean, University of Colorado 
School of Medicine and Hospitals, Denver; (c) The Church Hos- 
pital—Rev. John R. Mulroy, Diocesan Director, Catholic Hospital 
Diocese of Colorado. 

“Hospital Administrators and Administration,” J. Dewey Lutes, 
Director General, American College of Hospital Administrators. 

“The Value of Post Mortems and How to Obtain Them,” J. Harvey 
Jennett, M.D., supt., Kansas City General Hospital, Kansas City. 

“Trends in Hospital Management and Service,” Robert E. Neff, 
supt., University of Iowa Hospitals, Iowa City. 

“What the Interne Expects of the Hospital,” Donald M. Alderson, 
M.D., Resident Interne, St. Luke’s Hospital, Denver. 

“What the Hospital Expects of the Interne,” E. E. King, supt., 
Missouri Baptist Hospital, St. Louis. 

“Dietary Treatment of Obesity,” Dr. Arnold Minnig, Univ. of Colo- 
rado School of Medicine, Denver. 

“Nutrition and Dental Hygiene,” Dr. Harry Gauss, Univ. of Colo- 
rado School of Medicine, Denver. 

“Some New Aspects of Nutrition,” Dr. R. G. Gustafsen, Professor 
of Food Chemistry, University of Denver. 
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“The Importance of Every Hospital’s Having an Administrative 
Dietitian,” Dr. Kate Daum, Iowa City, Ia. 

“Newer Trends in Dietary Department Organization,” Mrs. Cora 
Kelly Kusner, dietitian, Colorado State Hospital, Pueblo. 

“What the Hospital Superintendent Expects of the Dietitian,” Dr. 
Joseph C. Doane, supt., Jewish Hospital, Philadelphia. 

“The Adaptation of the American Hospital Association’s Standard 
Accounting System to the Small Hospital,” C. Rufus Rorem, Ph.D., 
Associate Dir., Julius Rosenwald Fund, Chicago. 

Discussion—J. R. Mannix, University Hospitals, Cleveland, O. 

“Admission of Communicable Disease Cases to the Hospital,” Anna 
Grace Williams, supt., Memorial Hospital of Laramie County, 
Cheyenne, Wyoming. 

“The Small Hospital and Its Relation to the Community,” Alden 
B. Mills, managing editor, ‘Modern Hospital,” Chicago. 

“Modernizing Old Hospital Plants,” G. Meredith Musick, architect. 

“Standards for the Hospital Maternity Department,” Robert E. Neff, 
supt., University of Iowa Hospitals. 

“An All-Inclusive Rate Plan,” John R. Smiley, supt., St. Luke’s 
Hospital, Kansas City. 

“Rules and Regulations for Patients and Visitors,” Mrs. D. I. Mc- 
Nulty, Morningside Hospital, Tulsa, Okla. 

“Cooperative Effort—The Need of Hospitals,” John R. Mannix. 

At the Annual Banquet the Rt. Rev. Irving P. Johnson, Episcopal 
Bishop of Colorado, Denver, delivered the address, and Dr. Joseph C. 
Doane presented a paper on “The Present Unrest in the Hospital and 
Medical Fields.” 

“How the Federal Reconstruction Program Has and Will Affect 
Hospitals,” Robert Jolly, supt., Memorial Hospital, Houston, Tex., 
and president of the American Hospital Association. 

“Should Hospital Rates Be Increased?” Robert B. Witham, dir., 
Children’s Hospital, Denver. 

“Round Table Discussion on Group Hospitalization,” conducted by 
C. Rufus Rorem; (a) Report of the Committee of the Mid-West 
Hospital Association on Group Hospitalization; (b) Discussion of 
the Cleveland Plan. 

“Discussion of the ‘Final Report of the Training School Commit- 
tee,” J. R. Mannix. 

“Scale of Nursing Wages in the Mid-West States,” Irene Murchison, 
secy., Colorado State Board of Nurse Examiners, Denver. 

“The Cost of Maintaining a School of Nursing,” E. Muriel Ans- 
combe, supt., Jewish Hospital, St. Louis. 
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“The Dietetic Education of the Student Nurse,” Hannah Hotvedt, 
dietitian, Corwin Hospital, Pueblo. 
“Increasing the Use of Attendants in the Nursing Service of the 
Hospital,” A. Faith Ankeny, dir. of nursing, Corwin Hospital. 
“The Role of Nurse Anesthetist,” Ethel Currie, resident anesthetist, 
Presbyterian Hospital, Denver. 
“How to Conduct Nurses’ Staff Meetings,” Phoebe Kandel, Colo- 
rado State Teachers’ College, Greeley. 

The following officers were elected for the next year: 
President—Walter J. Grolton, supt., City Hospital, St. Louis, Mo. 
President-Elect—R. L. Lander, supt., Wesley Hospital, Topeka, 
Ist Vice-president—T. J. McGinty, supt., Southwest Hospital, Cape 

Girardeau, Mo. 
2nd Vice-president—Wm. McNary, supt., University Hospital, Den- 

ver, Colo. 

Executive Secretary and Treasurer—Florence King, Jewish Hospital, 

St. Louis, Mo. 

Frank J. Walter was elected to succeed Dr. H. A. Green as a 
member of the Board of Trustees; Dr. A. R. Hatcher was elected 
to succeed Dr. J. T. Axtell; E. E. King to succeed John R. Smiley, 
and Mr. Bert Loy, Jr., Oklahoma City, to succeed L. E. Emanuel, 


2, 
° 





The Minnesota Hospital Association 


The Minnesota Hospital Association held its twelfth annual conven- 
tion at Duluth, June 20, and at Lutsen, June 21. 

At the opening session on Thursday morning the president, J. H. 
Mitchell, was in the chair. At this meeting the reports of the various 
committees were presented. This was followed by a round table con- 
ference, a “Jury Panel Discussion,” led by J. G. Norby as chairman. 

At the Luncheon meeting, Bert W. Caldwell, M.D., executive secre- 
tary of the American Hospital Association, addressed the meeting upon 
“Hospital Legislation—Federal and State,” and Malcolm T. MacEachern, 
M.D., director of Hospital Activities of the American College of 
Surgeons, “What Successful Hospitals are Doing to Overcome Their 
Difficulties.” 

On Thursday afternoon the following papers were presented: 

General Session—Peter Ward, vice-president, presiding. 


“Uniform Accounting Practices in Hotels,” Ralph Hitz, pres., 
National Hotel Management Co., New York. 
“Uniform Accounting Practices as Applied to Hospitals,” L. J. 
Byers, Certified Public Accountant, St. Paul. 
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Discussion—A. G. Stasel, supt., Eitel Hospital, Minneapolis. 


“Modernizing and Improving Old Buildings at Small Cost,” E. W. 
Buenger, Architect, Ellerbe & Co., St. Paul. 


Round Table—‘Rural Hospital Problems,” conducted by A. F. 
Branton, M.D., supt., Willmar Hospital and Clinic, Willmar. 


Presidential address by J. H. Mitchell. 


Thursday evening the banquet was held in the ball room of the Hotel 
Duluth, at which Mr. Robert Jolly, president of the American Hospital 
Association, delivered an address on ‘What Is the Future of the Volun- 
tary Hospital?” The response to this address was made by Margaret 
Culkin Banning of Duluth. 

One of the features of the convention was the Skyline ride and enter- 
tainment arranged by Sister M. Patricia, O.S.B., superintendent of St. 
Mary’s Hospital, Duluth. 

On Friday the sessions were held at the Lutsen Resort in the Arrow- 
head section of Minnesota. At the luncheon session Mr. Robert Neff, 
president of the American College of Hospital Administrators, addressed 
the convention on “Better Standard for Hospital Administrators.” 

At the Friday afternoon session the reports of the Treasurer and the 
Auditing Committee were read, and the following papers were presented: 


“The Problem of Caring for the Community Sick,” Dr. Fred Carter, 
supt., Ancker Hospital, St. Paul. 


Discussion—Hugh Cabot, M.D., Mayo Clinic, Rochester. 
F. O. Hanson, D.D., supt., Swedish Hospital, Minneapolis. 


“Sanitarium and State Institution Section,” conducted by Geo. Free- 
man, M.D., supt., St. Peter State Hospital, St. Peter, with these 
papers: 

“The Place of Mental Hygiene in the General Hospital Program,” 
L. R. Gowan, M.D., Duluth. 
“The Tuberculosis Problem in Hospital Administration, H. A. 
Burns, M.D., supt., Ah Gwah Ching, Minn. 


“A Special Study in Comparison of X-Ray Film and X-Ray 
Paper,” Alfred B. Green, M.D., B.Sc., R.T., Glen Lake Sana- 
torium, Oak Terrace. 

At the dinner in the evening Dr. W. A. Coventry presented, ‘St. Louis 
County Plan for Medical Relief.” This was followed by a Fireside Pro- 
gram, at which S. Valentine Saxby, secretary, Minnesota Arrowhead 
Association, Duluth, presented “Minnesota Arrowhead Country,” and 
John A. Bardon, Superior, Wisc., and Chief Mike Flat, presented 
“Reminiscences.” 

Meeting with the Minnesota Hospital Association were the Nurse 
Anesthetists of Minnesota, the Record Librarians of Minnesota, and The 
Head of the Lakes Record Librarians Association. 
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At the close of the session Mr. Victor Anderson, manager, Abbott 
Hospital, Minneapolis, Minn., was inducted in the president’s chair. The 
following officers were elected for 1936: 

President-elect—Dr. A. F. Branton 
Executive Secretary—A. M. Calvin 


ee 





The New Jersey Hospital Association 


The New Jersey Hospital Association held its eleventh annual con- 
vention at Atlantic City, June 14 and 15. Meeting with the Hospital 
Association was the New Jersey Occupational Therapy Association. 

The Honorable William J. Ellis, LL.D., Commissioner, Department 
Institutions and Agencies, State of New Jersey, and president of the 
New Jersey Hospital Association, with the Reverend John G. Martin, 
superintendent, Hospital of St. Barnabas and for Women and Children, 
and executive secretary of the Association, arranged a very interesting 
program for this meeting. 

Among the papers presented at the Friday morning session were the 
following: 


“The Dental Interne,” Dr. W. F. Barry, State Board of Registration 
and Examination in Dentistry. 


“Dispensary Control,” Dr. Thomas A. Clay, Paterson General Hos- 
pital, Paterson, N. J. 


“New Jersey Participation in United Hospital Fund Survey,” Haven 
Emerson, M.D., Director. 


At the Friday afternoon session there was a Symposium on “Hospitals 
in the Changing Social Order,” with the following participating: 


In Relation to Medicine—Dr. Walter L. Bierring, pres., American 
Medical Association. 


In Relation to Education—Dr. Helen C. Manzer, dir., Public 
Health Nursing, New York University. 


Hospital Legislation, Federal and State—Bert W. Caldwell, M.D., 
executive secretary, American Hospital Association. 


In Relation to Finance—Hon. Chester I. Barnard, dir., Emergency 
Relief, State of New Jersey. 


In Relation to Society—F. Stanley Howe, dir., Orange Memorial 
Hospital, Orange. 


The annual banquet was held with Dr. Berthold S. Pollak, medical 
director of Hudson County Tuberculosis Hospital, Secaucus, as toast- 
master. The Honorable William J. Ellis, LL.D., delivered his presi- 
dential address, followed by an address by Honorable James E. Gheen, 
G.A.H.L, New York City. 
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®@ You can do better work, and your peace of 
mind is assured when you have a G-E oil- 
immersed shock- proof tube installation for 
diagnosis. 
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Saturday morning the following subjects were discussed: 
“Opportunities for the Graduate Nurse,” Nina D. Gage, R.N., 
School of Nursing, Medical Center, Jersey City. 
“Standards of Competency,” Robert E. Neff, pres., American College 
of Hospital Administrators. 
At the Saturday afternoon session there was a Round Table Session, 
presided over by Edgar C. Hayhow, vice-president; superintendent, Pat- 
erson General Hospital, and the following papers were presented: 


“Progress in New Jersey towards University Education for Nurses,” 
Eva Caddy, R.N., Director of Nursing, Hospital of St. Barnabas 
and for Women and Children, Newark. 


“Scientific Purchasing,” Cora E. Gould, pur. agt., Orange Memorial 
Hospital. 

“Care of Hospital Gadgets,” Louis Roth, supt., Barnert Memorial 
Hospital, Paterson. 

“The Woman’s Auxiliary,” Dr. Charles H. Young, dir., Mountain- 
side Hospital, Montclair. 

“Hospital Collections,” James R. Mays, supt., Elizabeth General 
Hospital, Elizabeth. 

At the close of the meeting Fred W. Heffinger, president-elect; super- 
intendent of Mercer Hospital, Trenton, N. J.; was inducted as president 
for the coming year. Rev. John G. Martin will continue as executive 
secretary. 


Sih eels rarecoeninees 


THE HOSPITAL AND SOCIETY IN THE CHANGING 
SOCIAL ORDER 
(Continued from page 29) 
in time nullify our essential virtues. We are attempting the impossible 
and should admit it, insisting that Society shall hereafter bear its full 
share of the burdens which we all too long have carried alone. 

In the name of those we serve, let us state our case, frankly and fear- 
lessly, counting success, not in future acclaim or material reward, but, 
in the words of the late Justice Oliver Wendell Holmes, as “/hat trem- 
bling hope that one has come near to an ideal.” 


2, 
—_— — So—_—_-—_——— 


Emma Liphardt has resigned as superintendent of the Geneva General 
Hospital, Geneva, N. Y., after having been associated with that institu- 
tion for nine and one-half years. 





1%. 
% 


Katherine M. Obert is superintendent and director of the nursing staff 
of the Chambersburg Hospital, Chambersburg, Pa. 
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The new Floating Spring gives Super-Elastic Support . 
whatever patient’s weight or position . , 


Finely tempered, extra durable pressure coils form the cushion body 
: of this new Gatch-type Floating Spring by Hall. Their hour-giass 
shape provides the utmost resiliency. Metal links both top and bottom 
give free play to the pressure convolutions, even allowing them to pass 
through the ends. E-very coil remains always upright. 

There is no cross support to limit the buoyancy of the cushion springs. 
Specially designed tension springs support the pressure cushions at the 
sides. 

Other new features of the Floating Spring are an improved hinge 
which prevents bed shortening; “‘loose link”’ raising device. Finished in 
rustproof cadmium plate. 





Write for descriptive circular of the Floating Spring and for details 
of the specially designed mattress. 


FRANK A. HALL & SONS 


Office: 118-122 Baxter Street Salesrooms: 25 West 45th Street 
NEW YORK, N. Y. 
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Annex to Ball Memorial Hospital 
Muncie, Indiana 


HE CITY OF MunctE is to be further favored through the generosity 

of the Ball family by the addition of an annex to the present Ball 

Memorial Hospital, according to an announcement of the hospital 
Board of Directors. 

The new addition will be designed to provide on the main floor com- 
plete pathological, bacteriological and serological laboratories with facilities 
for autopsies, research and an auditorium for scientific meetings. 

The second floor is intended for the exclusive use of the various com- 
municable diseases and will be so designed that visitors may see the patients 
at any time without entering the infected area. Twenty-six patients, 
each separately cubicled, will be here accommodated. 

The third floor will accommodate twenty-three tuberculous patients of 
the incipient or surgical type and operating and x-ray facilities are pro- 
vided. A spacious porch extends the entire length of one wing of this 
floor to provide space for outdoor exercise for those who are ambulant. 

The structure will be of steel, brick and limestone trim, the type of 
architecture to be modified Sixteenth Century Tudor, conforming to the 
main hospital building. The annex will be connected by underground 
tunnel to the main structure and will be served by all of the utilities 
already in existence. The cost will approximate $200,000. Architect: 
Edgar Martin; Consultant: Dr. William H. Walsh. 

Construction will be authorized after the plans, now in preparation, 
are approved by the Board, the Medical Advisory Committee, and the 
superintendent, Miss Nellie G. Brown. An exhibit of the preliminary 
sketches, with a model of the entire structure with floor layouts, were 
shown at the convention of the American Medical Association in Atlantic 


City, June 10 to 14. 





The Department of Social Statistics in the Children’s Bureau has agreed 
to use the uniform definitions of hospital service and our classification 
of accounts in the accumulation of data in the various regional areas. 
Copies of Hospital Accounting and Statistics are being placed in the 
hands of each supervisor in forty-six cities. Each supervisor will see that 
data are collected on a uniform basis for his own area. It is to be hoped 
that other important agencies will also rely upon this volume as the final 


authority. 
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Used by the hospitals of America because they 
COST LESS than special printing and are 
AUTHORITATIVE. These forms cover every 
department, professional service, administra- 
tion, accounting, purchase, dispensary, etc. 
They are produced in large quantities . . . giving 
the individual hospital a PRICE ADVANTAGE. 


Our Service Does Not Stop 
with Hospital Records 


Since 1907, Physicians’ Record Co. has been serving 
the hospital field in supplying authoritative systems, 
books, record equipment filing devices, etc. 
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of Por and Operations by T. R. PONTON, 
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@ PENN-WARD SYSTEM OF 
HOSPITAL ACCOUNTING 


Simple, flexible, low-priced, for small as well as 
large hospitals. 


@ HOSPITAL ABSTRACT SERVICE 
Edited by Dr. W. P. Morrill. Latest information in 
condensed form on subjects of particular interest 
to hospital executives. 


@ PUBLICITY SERVICE 


Attractive folders in handy rack, for distribution 
to visitors to promote good will. 
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The Largest Publishers of Hospital and Medical Records 
161 W. Harrison St., Chicago, Ill. 
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American College of Surgeons, 
American Hospital Ass'n, and 
PR Series. 


We Have a 
STANDARDIZED 


FORM 


for Every Hospital 
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Applications for Institutional Membership 
March 26 to June 25, 1935 


Alabama 
Bessemer General Hospital............... 
Holy Name of Jesus Hospital.......... 
California 
ee er 
Connecticut 


Neuro-Psychiatric Institute and Hospital 
of the Hartford Retreat. 


. Bessemer 


_Gadsden 


San Francisco 


Hartford 

ery Griffin 
Sterling 
..Dayton 
Bastrop 


Stockbridge 


..Great Barrington 


Georgia 
R. F. Strickland and Son Memorial Hospital. . 
Kansas 
Seating Dieepital. ... -. 2. cn. 
‘Kentucky 
Speers Memorial Hospital.................. 
Louisiana 
Bastrop General Hospical.................. 
Massachusetts 
Austen Riggs Foundation, Inc............. 
Pre TRI «5 os es 6h ee ne a ws 
Michigan 
Pe, INN. go 2 a hc ees ee 
General Hospital and Clinic............... 
Mississippi 


Bramlett Hospital 
Columbus Hospital ... 
Oktibbeha Hospital .. ete 
Dr. F. G. Riley’s Hospital and Clinic....... 
Winona Infirmary ... 


Lucy Lee Hospital. . . 
Poplar Bluff Hospital 
St. James Hospital. 

Southeast Missouri Hospital. 


New Jersey 


: _. Detroit 
_. Detroit 


Oxford 
Columbus 

_. Starkville 
_.Meridian 
.. Winona 


.. Poplar Bluff 
....Poplar Bluff 
eM St. James 
Cape Girardeau 


eee ee ne eee eee Tee eee .. Newark 
New York 
Voukers General Diouital.............. 0.206.552.0054 .. Yonkers 
Ohio | 
Barnesville General Hlospital.....................2505. .Barnesville 
a . Salem 
Children’s Convalescent Home..................... Cincinnati 
ee ee eee oe eae ee ener Barberton 
NN IN kk pee Ree tt ee eae ae os ....eipria 
Pore Dismiten Pisepieal.... . .. 2. 26 be cee ec sese, .. Hamilton 
as TH. NE ck 5 oh te eee ewdeeds Celina 
ome PIE DE ccs oe esac ee eeea es Steubenville 
Comet Gemmaiten Ci. . w.. s i  e c eeesnees: Dayton 
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AMERICAN 


.. STERILIZERS 
..BEDPAN WASHERS 
.. DISINFECTORS 

.. WARMING CABINETS 


“AMERICAN” 


KNY-SCHEERER 


.. SURGICAL OPERATING TABLES 
.. OBSTETRICAL TABLES 

.. HAWLEY FRACTURE TABLES 
..MARTLAND AUTOPSY TABLES 




















All manufactured to the same exacting requirements which 
have made American Sterilizers famous and popular with 
competent executives. 


AMERICAN STERILIZER COMPANY 
HOME OFFICE ERIE, PA. 


New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Street 
Boston Office: 735 Boylston Street 


CANADA ... Messrs. Ingram & Bell, Ltd.. 
Montreal, Toronto, Winnipeg, Calgary 


| 
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I, 35 9, eg vg oly sy ARE SW aa Greenville 
Dr. Kelley Hale Surgical Hospital.................... . Wilmington 
Hardmng Sanitarium .................. Pere ee ee .. Worthington 
I cri et at Sao oad ob win allay ee Hillsboro 
Christian R. Hioleses Hospital.......... «6 6.60 Cincinnati 
Kinney and Knestrick Hospital............................ Wooster 
ES Fee hee Gh ec xis nek Rees Sm ease Sate EA Lodi 
I x Gi RO cee das th Li oe al Tiffin 
i ee Dayton 
Mount Carmel Pisepital...... 0.2. eens _... Columbus 
Mount Vernon Hospital-Sanitarium..... Nps Get Mount Vernon 
Ohio Public Health Association........... roe .. ..Columbus 
Ohio State Nurses’ Association.......... el ct Ri cnet a . Columbus 
Robinson Memorial Hospital. .............. re 
St. Alexis Hospital. . ee Ors ee ye ......-Cleveland 
St. Joseph’s Riverside Hospital Pear eee ot 156 2h hee eis . Warren 
ee eee ee .... Ashland 
Sheltering Arms Hospital . Rone PL ae tne RONEN eee nee Mae ..... diene 
Wee ree ey UE... 8 ne i ee ce dees Van Wert 
ee ee ceteeees s+» Cleveland 
Texas 
E] Paso City-County Hospital.......... Weree Leer Tee 
Wisconsin 
Memorial Flospital ............6..555. bcos teaaae were Burlington 
St. Mary's Mospetal........... Eee eee re ory a .. .Milwaukee 





Applications for Personal Membership 
March 26 to June 25, 1935 


Colorado 
Dyar, Ivo B., R.N., supt. and owner, Fort Morgan Hospital, Fort Morgan. 
Loessel, Gertrude, R.N., supt. nrs., Longmont Hospital Association, 
Longmont. 
Connecticut 
Ryan, William J., supt., Municipal Hospital, Hartford. 
Sweeney, Wm. B., supt., Windham Community Memorial Hospital, Willi- 


mantic. 
Florida 
Waterman, Frank D., Jr., Eustis. 
Illinois 


Anderson, Ethel, R.N., supt., J. C. Hammond City Hospital, Geneseo. 
Kroeger, Gertrud, R.N., research asst., Julius Rosenwald Fund, Chicago. 
Latas, Roy J., supt., Belmont Hospital, Chicago. 

Indiana 
Batties, M. D., M.D., chief med. staff, Community Hospital, Indianapolis. 
Dominica, Sister Mary, asst. supt., Mount Mercy Sanitarium, Hammond. 
Oosten, Martha C., supt., Jasper County Hospital, Rensselaer. 

Iowa 

Dosethea, Sister M., St. Francis Hospital, Grinnell. 
Gertrude, Mother, superior, St. Vincent’s Hospital, Sioux City. 
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WARM WATER OUTLET 
t 


" t 
HOT WATER 3 COLD WATER 
INLET 3 INLET 
= 


ee 
TEMPERATURE F 


ADJUSTMENT 


Safety 
Water Mixing 


| Valves 


Jo 
RIiPROTHERAPY 
Continuous Flow Baths 
1SF-Vohiae l- ba at 
| Coaat- bate MM AT-vo me =f-Ga at) 
Control Tables 
Surgeon’s Wash-Up Sinks 
X-ray Developing Tanks 
Individual Shower Baths 
s 
QUICK SERVICE 


by competent Engineers 


in 43 Cities 


THE POWERS REGULATOR CO. ¥\ 


40 years of specialization in temperature control 


CHICAGO: 2735 Greenview Ave. 


July, 1935 


NEW YORK: 231 E. 46th St. 
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Hearst, Mrs. Emma, supt., Sartori Memorial Hospital, Cedar Falls. 
Lilly, Elizabeth, libr., Free Public Library, Burlington. 
Nies, J. H., mgr., Iowa Sanitarium and Hospital, Nevada. 


Kentucky 
Mayfield, Florence, asst. supt., John N. Norton Memorial Infirmary, 
Louisville. 
Louisiana 


Grissette, Maida M., R.N., supt., Bastrop General Hospital, Bastrop. 

McGehee, Winnie, tech., Bastrop General Hospital, Bastrop. 
Massachusetts 

de la Salle, Sister Mary, supt., Mercy Hospital, Springfield. 

Marsh, Alice W., R.N., supt., Whidden Memorial Hospital, Everett. 
Ogden, Mary R., R.N., supt., Nantucket Cottage Hospital, Nantucket. 
Mississippi 
Long, F. B., M.D., med. dir. and owner, Oktibbeha Hospital, Starkville. 
Missouri 

Anne, Sister, supt., St. Vincent’s Sanitarium, St. Louis. 
Jennett, J. H., M.D., supt., Kansas City General Hospital, Kansas City. 
King, Florence, 2d asst. supt., Jewish Hospital, St. Louis. 
Murphy, Anna B., R.N., supt., Bonne Terre Hospital, Bonne Terre. 
Pascaline, Sister M., R.N., supt., St. Joseph Hospital, Kansas City. 
Yates, Josephine, supt., Freeman Hospital, Joplin. 
New Hampshire 
Williams, Lillian G., R.N., supt., Laconia Hospital, Laconia. 
New Jersey 
Colman, J. Douglas, ex. secy., Hospital Council of Essex County, Newark. 
Gomph, Rev. Chas. L., pres., Hospital of St. Barnabas and for Women 
and Children, Newark. 
Martin, Rev. John G., supt., Hospital of St. Barnabas and for Women 
and Children, Newark. 
New York 
Kapp, F. Isabelle, M.D., dir., O.P.D., Lincoln Hospital, New York. 
Talbot, W. B., M.D., supt., New York Post-Graduate Medical School and 
Hospital, New York. 
Ohio 
Crothers, Frank A., actg. supt., Springfield City Hospital, Springfield. 
Walls, Edith M., instr., Group Hospitalization, Cleveland. 
Pennsylvania 
MacLeod, Jessie E., R.N., supt. Moses Talyor Hospital, Scranton. 
Pratt, Helen, R.N., supt., Valley Hospital, Sewickley. 
Vermont 
Richardson, Anna L. S., R.N., supt., Rockingham Hospital, Bellows Falls. 
Canada 
Pearston, Elizabeth A., R.N., supt. nrs., Grande Prairie Municipal Hos- 
pital, Grande Prairie, Alta. 
Cuba 
Jeffrey, Mrs. Genevieve, R.N., supt., Anglo-American Hospital, Vedado, 
Havana. 
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REGARDED INDISPENSABLE 
IN 60% OF THE NATION'S NURSERIES 
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Recommended highly by pediatricians, and favored by experienced nurses, 
Baby-San is today the accepted standard in more than 2000 hospitals. 
It isn't hard to find the reasons. Baby-San is made with purest edible 
olive oil. It cannot irritate or produce dryness. In one simple bathing, 
it removes the vernix . . . lubricates gently. It eliminates the use of any 
oils or greases. And the Portable Baby-San Dispenser—furnished free to 
users of Baby-San—dispenses soap sparingly, thus conserving the supply. 
No other soap can offer a more efficient or economical bathing technique. 
That is why more hospitals prefer Baby-San to any other baby soap made. 


( —AeHMUNTINGTON<==>LABORATORIES ne =) 


( penver HUNTINGTON.INDIANA = rononro ) 


MAKERS OF GERMA-MEDICA, AMERICA’S FAVORITE SURGICAL SOAP 
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OFFICERS OF NATIONAL, STATE, AND PROVINCIAL 
ASSOCIATIONS 


Alabama Hospital Association 
President—C. N. Carraway, Norwood Clinic, Birmingham. 
Secretary—A. C. Jackson, M.D., Walker County Hospital, Jasper. 
Alberta Hospital Association 
President—A. F. Anderson, Royal Alexander Hospital, Edmonton. 
Secretary—J. Rodgers, Drumheller Municipal Hospital, Drumheller. 
American Association of Medical Social Workers 
President—Lena R. Waters, Hospital of the University of Pennsylvania, 
Philadelphia. 
Secretary—Helen J. Almy, Colorado General Hospital, Denver. 
American College of Hospital Administrators 
President—Robert E. Neff, University of Iowa Hospitals, Iowa City, 
Iowa. 
Director-General—J. Dewey Lutes, Ravenswood Hospital, Chicago, Ill. 
American Occupational Therapy Association 
President—Joseph C. Doane, M.D., The Jewish Hospital, Philadelphia. 
Secretary—Mrs. Eleanor Clarke Slagle, 175 Fifth Ave., New York City. 
American Protestant Hospital Association 
President—Charles C. Jarrell, D.D., 131 Grady Ave., Athens, Ga. 
Executive Secretary—E. E. Hanson, Lutheran Deaconess Home and 
Hospital, Chicago. 
Arkansas Hospital Association 
President—Rev. John Healy, diocesan director of hospitals, Little Rock. 
Secretary—Regina Kaplan, Levi Memorial Hospital, Hot Springs. 
Association of Private Hospitals, Inc. 
President—Harold Hays, M.D., 133 E. 58th St., New York, N. Y. 
Exec. Secretary—O. R. Gottfried, 1440 Broadway, New York, N. Y. 
British Columbia Hospitals Association 
President—E. W. Neel, Box 365, Duncan. 
Secretary—J. H. McVety, 411 Dunsmuir St., Vancouver. 
Association of California Hospitals 
President—R. E. Heerman, California Hospital, Los Angeles. 
Secretary—Mrs. Lola M. Armstrong, Whitcomb Hotel, San Francisco. 
Canadian Hospital Council 
President—F. W. Routley, M.D Toronto. 
Secretary—G. Harvey Agnew, M.D., 184 College St., Toronto. 
Catholic Hospital Association 
President—Rev. Alphonse Schwitalla, S.J., 1402 S. Grand Blvd., St. 


Louis. 
Secretary—M. R. Kneifl, 1402 S. Grand Blvd., St. Louis. 
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THE HOSPITAL 
THE PATIENT 
THE NURSE 
How are they affected 
by 
The Closing of Nursing Schools 
The Eight-Hour Day 
Equipment, Techniques, Methods. 


THE 


American Journal of Nursing 
Will Keep You Informed 


The American Journal of Nursing, 
50 West 50th Street, N. Y. C. 


‘Dian: an 2 Yrs. $5.00 


ee a 








An improved Placement Service to 
Hospitals and similar institutions. 


DISCRIMINATING 
INTELLIGENT 
EFFICIENT 
PROMPT 


We invite requisitions from Superintendents 
of Hospitals, Superintendents of Nurses 
and other officials interested in procuring 
competent and desirable applicants for in- 
stitutional positions, in any capacity and 
in all sections of the country. 


Nurse Placement Service 


Suite 1513, 8 South Michigan 
Avenue, Chicago. 


A Non-Profit Institution 


Founded by the State Nurses’ Association 
of Illinois, Indiana, lowa, Michigan and 
Wisconsin. 











Do Not Depend 


on any pressure gauge 
as indicative of 


STERILIZATION! 


Use 
DIACK 


Controls 


and Use them 
CORRECTLY 





AS an efficient autoclave operator 
you must divorce yourself from 
the false impression that pressure 
means temperature, that it is pressure 
killing the bacteria in your dressings.* 
It is steam at a sterilizing tempera- 
ture for a definite period of time that 
is demanded, not steam mixed with air. 


When the air outlet on your sterilizer 
is clogged the pressure gauge will 
show the SUM of the steam pressure 
PLUS the partial pressure of the res- 
idual air—and the lower part of your 
sterilizing chamber may be cold! 


You should know the one essential 
factor of sterilizing—assurance that 
temperature not less than 250° F. has 
been maintained for not less than 5 
minutes in the most inaccessible part 
of the load. In placing a Diack Con- 
trol at the heart of a large represent- 
ative bundle in the bottom of the 
chamber this function of sterilization 
is clearly indicated. 


“Textbook of Sterilization’’— 
B. Underwood, page 1. 


*See 
w. 


*The Standard of Sterilization 
for Over Twenty Years 


A. W. DIACK 
5533 Woodward Avenue 
DETROIT, MICHIGAN 
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Children’s Hospital Association 
President—Robert B. Witham, Children’s Hospital, Denver. 
Secretary—Agnes O’Roke, Kosair Crippled Children’s Hospital, Louis- 


ville. 


Colorado Hospital Association 
President—John Andrew, M.D., Longmont Hospital Association, 
Longmont. 
Secretary—William $. McNary, University of Colorado Medical School 
and Hospital, Denver. 
Connecticut Hospital Association 
President—Allan Craig, M.D., Charlotte Hungerford Hospital, Tor- 
rington. 
Secretary—Lucy Abbott, William Backus Hospital, Norwich. 
Department of Hospital Service, Canadian Medical Association 
Secretary—G. Harvey Agnew, M.D., 184 College St., Toronto. 
Florida Hospital Association 
President—Dorothy B. Thurston, Halifax Dist. Hospital, Daytona 
Beach. 
Secretary—Fred M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 
President—W. D. Barker, Georgia Baptist Hospital, Atlanta. 
Secretary—Jessie M. Candlish, Henrietta Egleston Hospital for Chil- 
dren, Atlanta. 
Hospital Association of the State of Illinois 
President—E. I. Erickson, Augustana Hospital, Chicago. 
Secretary—Maurice Dubin, Mt. Sinai Hospital, Chicago. 
Indiana Hospital Association 
President—C. C. Hess, Methodist Hospital, Indianapolis. 
Secretary—A. G. Hahn, Protestant Deaconess Hospital, Evansville. 
Iowa Hospital Association 
President—R. A. Nettleton, Iowa Methodist Hospital, Des Moines. 
Secretary—F. P. G. Lattner, Finley Hospital, Dubuque, Iowa. 
Kansas Hospital Association 
President—Rev. John E. Lander, Wesley Hospital, Wichita. 
Secretary—Rev. John T. Axtell, Axtell Christian Hospital, Newton. 
Kentucky Hospital Association 
President—Adeline Hughes, Jewish Hospital, Louisville, Ky. 
Secretary—Elsie L. Delin, Children’s Free Hospital, Louisville. 
Louisiana Hospital Association 
President—Arthur Vidrine, M.D., Charity Hospital, New Orleans, La. 
Secretary—Harriett L. Mather, Southern Baptist Hospital, New 
Orleans. 
Maine Hospital Association 
President—T. A. Devan, M.D., Eastern Maine Gen. Hospital, Bangor. 
Secretary—Margaret A. Hebert, Gardiner Hospital, Gardiner. 
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THE ONLY MATTRESS..... 


....That has proven completely satisfactory for use 
on the tilting bed. 

. That can be thoroughly sterilized without dam- 
age or inconvenience. 

. That gives true flexibility in all directions, thereby 
providing the maximum relaxation to the patient, 
regardless of posture. 

. That has won unstinted praise from the foremost 
hospitals of America. 

. That is used in hospitals to a larger extent than 
any other spring mattress. 


Spring-Air Is Made Only Under License 
from the Charles Karr Company by the 


MASTER BEDDING MAKERS OF AMERICA 


Factories in over forty cities from coast to coast. 





MAKE THIS FREE TEST 


We want you to know about the 
superior comfort and convenience 
of Spring-Air sleep cushions, and 
their special adaptability to Hos- 
pital use. To do this we want to 
let you test a Spring-Air sleep 
cushion on one of your own beds, 
at no cost or obligation. For 
further details write to 


SECRETARY’S OFFICE 
HOLLAND, MICHIGAN 
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Manitoba Hospital Association 


President—J. H. Metcalfe, Portage la Prairie. 
Secretary—G. S. Williams, M.D., Children’s Hospital of Winnipeg. 


Michigan Hospital Assoctation 


President—W. L. Quennell, M.D., Highland Park Gen. Hospital, 
Highland Park. 
Secretary—Robert G. Greve, University Hospital, Ann Arbor. 


Mid-West Hospital Association 
President—Walter J. Grolton, St. Louis Hospital No. 1, St. Louis. 
Secretary—Florence King, Jewish Hospital, St. Louis. 
Minnesota Hospital Association 
President—Victor Anderson, mgr., Abbott Hospital, Minneapolis. 
Secretary—A. M. Calvin, Midway and Mounds Park Hospitals, St. Paul. 
Mississippi Hospital Association 
President—H. A. Gamble, M.D., Greenville. 
Secretary—Leon S. Lippincott, M.D., Vicksburg Sanitarium, Vicksburg. 
Missouri Hospital Association 
President—Rev. R. D. S. Putney, St. Luke’s Hospital, St. Louis. 
Secretary—Walter J. Grolton, St. Louis City Hospital No. 1, St. Louis. 
Montreal Hospital Council 
President—W. R. Chenoweth, Esq., Royal Victoria Hospital, Montreal. 
Secretary—A. L. C. Gilday, M.D., Montreal Gen. Hosp., Western Div. 
National Association of Nurse Anesthetists 
President—Mrs. Gertrude L. Fife, 2065 Adelbert Road, Cleveland, O. 
Secretary—Mary L. Goodman, 2065 Adelbert Road, Cleveland. 
National Methodist Hospitals, Homes, and Deaconess Association 


President—Albert Z. Mann, International Y. M. C. A. College, Spring- 
field, Mass. 
Secretary—Guy M. Hanner, Beth-El General Hosp., Colorado Springs. 


New Brunswick Hospital Association 
President—George Gilbert, K.C., Bathurst. 
Secretary—Fred I. Haviland, Box 897, Fredericton, N. B. 
New England Hospital Association 
President—Stephen S. Brown, M.D., Maine General Hospital, Portland. 
Secretary—Albert G. Engelbach, M.D., Massachusetts Gen. Hosp., 
Boston. 
New Jersey Hospital Association 
President—Fred W. Heffinger, Mercer Hospital, Trenton. 
Secretary—Rev. John G. Martin, Hospital of St. Barnabas, Newark. 
Hospital Association of the State of New York 


President—James U. Norris, Woman’s Hospital, N. Y. C. 
Secretary—Carl P. Wright, General Hospital, Syracuse. 
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Do you need a position? Do you need personnel for your hospital? 





M. Burneice Larson, 
Director 


Maybe We Know 
The Man You Want 


If you want a man or woman to fill a vacancy, 
if you need an executive, a physician, graduate 
nurse, dietitian, or technician—either one or a 
dozen hospital personnel who are competent and 
sensible—just jot your needs in a letter and 
mail that letter to us. 











a rh e . ° . . 

: rhere are fame and success in store for the hospital with the 
genius and vision to equip itself with super-skillful men and 
women. 

: Two things measure and limit a hospital: brains and an esprit 


de corps. Either is useless by itself, but together they com- 


pose that incomparable lilt that is success. 


Couple experience, wisdom, and modern science with a tre- 
mendous urge to do and accomplish and you have created 


that stuff that makes hospitals famous. 


Find the men and find the women who are workers, pleasant, 
competent, able, enthusiastic, and there isn’t a human agency 


that can keep you from fame. 


Write us. We may know the men and women you want. 


If we don’t, we will find them for you. 


The Medical Bureau 


Pittsfield Building Chicago 
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North Carolina Hospital Association 
President—Dr. B. C. Willis, Park View Hospital, Rocky Mount. 
Secretary—M. E. Winston, Rex Hospital, Raleigh. 
North Dakota Hospital Association 
President—J. T. Tollefson, St. Luke’s Hospital, Fargo. 
Secretary—Halvor H. Halvorson, Trinity Hospital, Minot. 
Hospital Association of Nova Scotia and Prince Edward Island 
President—Rev. H. G. Wright, Inverness, N. S. 
Secretary—Anne Slattery, R.N., Dalhousie University, Halifax, N. S. 
Ohio Hospital Association 
President—M. F. Steele, M.D., Grant Hospital, Columbus. 
Secretary—A. E. Hardgrove, Akron City Hospital, Akron. 
Central Office: 1925 A. I. U. Building, Columbus. 
Oklahoma Hospital Association 
President—T. B. Hinson, Enid Springs Hospital, Enid Springs. 
Secretary—R. L. Loy, Jr., Oklahoma City Ceneral Hospital, Oklahoma 
City. 
Ontario Hospital Association 
President—D. M. Robertson, M.D., Civic Hospital, Ottawa. 
Secretary—F. W. Routley, M.D., 410 Sherbourne St., Toronto. 
Oregon Association of Hospitals 
Pzesident—Rev. Axel M. Green, Emanuel Hospital, Portland. 
Secretary-Treasurer—Grace Phelps, R.N., Doernbecher Memorial Hos- 
pital for Children, Portland. 
Hospital Association of Pennsylvania 
President—Dr. J. Allen Jackson, Danville State Hospital, Danville. 
Secretary—John N. Hatfield, Pennsylvania Hospital, Philadelphia. 
Hospital Association of Rhode Island 
President—William O. Rice, M.D., Rhode Island Hospital, Providence. 
Secretary—Helen M. Blaisdell, Westerly Hospital, Westerly. 
Saskatchewan Hospital Association 
President—J. E. Needham, Unity. 
Secretary—G. E. Patterson, General Hospital, Regina. 
South Carolina Hospital Association 
President—H. H. McGill, Columbia Hospital, Columbia. 
Secretary—Charles H. Dabbs, Tuomey Hospital, Sumter, S. C. 
South Dakota Hospital Association 


President—H. J. Bartron, M.D., Bartron Hospital, Watertown. 
Secretary—C. W. Carlson, Moe Hospital, Sioux Falls. 


Southern Methodist Hospital Association 


Chairman—Rev. L. B. Abernethy, Hugh Chatham Memorial Hospital, 
Elkins, N. C. 
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The ARESTOCRAT of GY.LOU8S 


CON VENTION 
HEADQUARTERS 


AMERICAN HOSPITAL ASSOCIATION 
September 30, October 1-2-3-4, 1935 


800 Rooms 
From $3.00 to $5.00 


MAKE YOUR RESERVATIONS NOW 
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Tennessee Hospital Association 
President—I. W. Wagner, M.D., U. S. Veterans Facility 88, Mempnis. 
Secretary—B. P. Moffatt, Methodist Hospital, Memphis. 
Texas State Hospital Association 
President—E. M. Collier, West Texas Baptist Hospital, Abilene. 
Secretary—Margaret Hales Rose, Wichita Falls Hospital, Wichita Falls. 
Virginia Hospital Association 
President—Lewis E. Jarrett, M.D., Hosp. Div., Medical College of 
Virginia, Richmond. 
ecretary—M. Haskins Coleman, Jr., Johnston Willis Hospital, Rich- 
mond. 
Washington State Hospital Association 
President—Dr. K. H. Van Norman, Harborview Hospital, Seattle. 
Secretary—A. C. Jordan, M.D., Harborview Hospital, Seattle. 
Western Hospital Association 
President—J. V. Buck, St. Luke’s Hospital, Spokane, Wash. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 
Hospital Association of West Virginia 
President—James A. McClung, M.D., McClung Hospital, Richwood. 
Secretary—Charles C. Warner, Mountain State Hospital, Charleston. 
Executive Secretary—James W. Harris, Jr., P. O. Box 1828, Charles- 
ton. . 
Wisconsin Hospital Association 


President—R. C. Buerki, M.D., Wisconsin General Hospital, Madison. 
Secretary—J. G. Crownhart, 119 E. Washington St., Madison. 





“° 


THE WASHINGTON PLAN FOR ECONOMIC SECURITY 
(Continued from page 102) 


There is an educational note in the Medical-Dental Service Bureau’s 
work for it teaches the low salaried man that he should no more expect 
his doctor to donate his services without fee than he should anticipate 
that a dealer will present a new radio and ask no payment. 

The men behind the project believe that in two years the bureau will 
be collecting at least $2,000,000 a year and this will be money that or- 
dinarily would have been lost, either through bad debts or through the 
patient’s resorting to charity dispensaries, or perhaps denying themselves 
any care at all. 
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CLASSIFIED DIRECTORY OF ADVERTISERS 
MECHANICAL EQUIPMENT 


Thermostats, Heat Control 


iPowere- mendiator Cosas so vcscc-conadacwacnanaseecatewadeews 167 
Valves, Thermostatic Water Mixing 

Powers: (Rewtlator “Corie sic ons aeiarera de esta wicicte cid aceide sea daqa sia 167 
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“A suture can’t be judged by any one feature—a combination of 
several important characteristics is essential to correct behavior.’’ 
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Above—One of the Five Air-conditioned Meeting Halls 
ee @ 
St. Louis Convention 
AMERICAN HOSPITAL ASSOCIATION 
September 30-October 4, 1935 
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